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Statement of Anonymity and Confidentiality
The anonymity and confidentiality of all clients, research participants and placements 
has been preserved throughout this portfolio. In order to ensure this, all names have 
been replaced with pseudonyms and all identifiable information has been altered or 
removed.
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Abstract
This portfolio brings together my personal and professional development over the 
course of training to become a counselling psychologist. It presents three dossiers 
concerned with the academic work, therapeutic practice and research I have 
completed over the last three years. The academic dossier consists of three selected 
essays. The first is a review of an empirical paper about whether a therapist’s 
conscious identification with a client affects their ability to sense and convey 
unconditional positive regard. The second essay uses clinical material to argue a case 
for how I would understand and work with a client diagnosed with borderline 
personality disorder when practising psychodynamically. The third essay argues that 
the value base of counselling psychology is compatible with adopting a cognitive 
behavioural approach to working with clients who have been diagnosed with anorexia 
nervosa. The therapeutic dossier provides an account of the context of practice and the 
experience I gained in each of the three clinical placements I completed. It also 
includes my final clinical paper, which reflects on my personal and professional 
development over the course of my training. Finally, the research dossier consists of a 
literature review and two pieces of empirical research. The review evaluates empirical 
literature in order to determine whether there is reason to believe that racism affects 
the process and outcome of therapy. The first empirical piece is an interpretative 
phenomenological analysis of minority racial group clients’ experiences of therapy 
with their white therapists. The second piece is a quantitative study that aimed to 
develop a measure of minority racial group clients’ perceptions of subtle racism in 
therapy with their white therapists. Pseudonyms have been used throughout the 
portfolio and any information that could identify clients, research participants or 
placements has been removed or altered in order to protect anonymity and ensure 
confidentiality.
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Introduction
This portfolio presents the academic work, therapeutic practice and research that I 
have undertaken over the last four years that has contributed towards my development 
as a counselling psychologist. The freedom we were given to exercise some choice in 
the subject matter of our academic pieces and research, as well as where we complete 
clinical placements, has, to some extent, allowed me to govern the course of my 
training. As counselling psychologists, developing contextualised understandings is 
fundamental to our ethos. Therefore, in order to place my portfolio in context and 
provide a richer understanding of the choices I have made through my training, I 
provide an account of my background and of what led me to train as a counselling 
psychologist. The content of the portfolio is then introduced.
Life before Counselling Psychology
I am the only child of very loving and supportive parents who always tried their best 
to give me the wonderful life they never had. I grew up in a predominantly white 
British area in the late 1970s, early 1980s, which came with its difficulties for a 
second-generation British Indian. As early as nursery school, I was subject to racist 
bullying for being different. This continued throughout school and my family home 
was also subject to attack as we were the only non-white family in the area. Through 
these early experiences I first began to develop an awareness that we live in an unjust 
world where the socio-political context and power dynamics are fundamental to 
shaping our experiences and, ultimately, who we are. While I felt angry that such 
inequalities exist on a societal level, my personal wounds led me to develop an 
interest in the impact these forces have on the individual and, using my experiences, 
to work with this relationally.
I went on to read psychology at university with the ambition of being a therapist. 
While completing my undergraduate degree I became drawn to generating new 
knowledge through research as it appealed to my curiosity. This, along with 
increasing emphasis on the scientist-practitioner model in the applied fields of 
psychology, led me to complete an MSc in psychological research methodology.
After this I had had enough of studying and felt that there had to be more to life; I was
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craving new life experiences and adventures. I started to work as a researcher for an 
NHS arms-length body and went out into the world and lived a lot along the way. At 
around the age of 27 years old, following the breakdown of two relationships, I 
experienced some kind of personal crisis whereby I became unsure of who I was or 
what I was doing with my life. I decided to enter personal therapy and the focus of 
this work became the development of a solid sense of identity, integrating being 
Indian with being British and re-discovering who I was and what I wanted. Through 
this process I realised how unfulfilling I was finding my career. The relational aspect 
of working with those in distress and understanding them in relation to their context 
had motivated me to study psychology in the first place, and this was missing from 
my life at that time. Therefore, with a more solid sense of who I was, I began to get 
my career back on track.
Out of all the different routes to being a therapist I could have tried to pursue, I was 
attracted to counselling psychology for several reasons. Firstly, the values 
underpinning the tradition are congruent with my wider moral and socio-political 
beliefs, a central aspect of which is my belief in equality, personal autonomy and 
choice. Secondly, it appreciates the importance of understanding the individual in 
context and is sensitive to the influence of socio-political factors in shaping subjective 
experience. As the tradition is firmly grounded in the scientist-practitioner model, it 
not only allows me to continue to pursue research but also regards research as an 
important aspect of being a practitioner. Finally, I was enticed by the pluralistic stance 
of counselling psychology that values the contribution made by diversity and multiple 
perspectives. I feel this gives the tradition a sense of acceptance that I find appealing. 
Having completed four years of training, I feel privileged to have found a career that 
brings together all of these elements that I value.
My training experience has at times felt like a balancing act, between engaging in 
research, academic work, clinical practice and self-reflection. But I feel that this has 
provided a rich learning experience that I would not seek to change. It has enabled me 
to build trust in the therapeutic relationship to bring about change and to trust in 
myself as a practitioner. This has involved developing trust in my judgement, 
reactions and bodily sensations as sources of information about the therapeutic 
process, as well as trust in my ability to practise in a way that is ethical and keeps my
clients’ subjective experiences at the centre. Through understanding myself, how my 
past experiences impact on me now and myself in relation to others, I have a firmer 
understanding of what I bring to the therapeutic relationship, which informs my 
appraisal of the dynamics taking place between myself and my clients.
Progression within the Portfolio
Prior to starting training, my background was mainly in academia and research and I 
had comparatively less clinical experience. Therefore, it was important to me to use 
the academic and research work to help inform my practice. Before, research was 
something I just did. I would draw out implications from the findings, but it was not 
my role to take them forward. The scientist-practitioner model made sense to me and I 
wanted it to inform my work from the outset, so, for this reason, I chose an area for 
research that had direct implications for clinical practice. In all of my academic pieces 
I tried to ground theoretical debate in my clinical practice. Even in the first essay, 
which I wrote before I started practising, I used material from previous voluntary 
work I had undertaken. I feel that this process became easier as I progressed, as I had 
more material to draw on and was more capable of making theory-to-practice links.
Through this portfolio I have attempted to convey my belief in the pluralistic stance of 
counselling psychology. My training experiences have reaffirmed my view that there 
is no unitary theory that can account for human distress and inform practice. Having 
respect for the individuality and autonomy of my clients is at the centre of my practice 
and this involves practising in accordance with their unique needs. I have been 
fortunate that this position has been supported in all of my clinical placements. I have 
also come to view plurality as an attitude of accepting and respecting diversity and the 
multitude of perspectives that we come into contact with in our practice. Through my 
research I was able to grapple with our professional responsibility to maintain 
awareness of our biases and uncover those aspects that are unknown to us in order to 
practise ethically and to keep the clients’ wellbeing at the centre. I also chose very 
different methodology and epistemological positions to approach my research in order 
to understand the valuable contribution made by methodological pluralism.
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As I progressed through training I felt more at ease with grounding my academic and 
research work and clinical practice in the philosophical values of counselling 
psychology. In my first research piece I had not explicitly discussed the relevance of 
the findings for counselling psychology. At the time this may have reflected my trying 
to get to grips with what counselling psychology was and feeling that the findings 
were of relevance to all practitioners, regardless of tradition. In my second piece of 
research I realised that framing the research within counselling psychology did not 
imply that the findings were not of wider relevance. The process of doing this 
improved my understanding of what counselling psychology was and why my 
research was important for our tradition. By the time I completed my third piece of 
research and my third essay, both written in the final year, I felt more able and 
confident in making the pieces relevant to the values of our tradition. This progression 
was also apparent through the course of my clinical work.
The three parts of the portfolio are outlined in the sections below.
The Academic Dossier
The academic dossier consists of three essays written over the course of my training. I 
viewed each essay as an opportunity to make theory and research-to-practice links, in 
relation to aspects of my practice that were of concern to me at the time. Bringing 
these theoretical concepts to life allowed for a deeper level of understanding of how 
they can inform practice.
The first essay was written during the first year of my training, before I started seeing 
clients in my person-centred placement. The piece is a critical review of an empirical 
study about whether therapists’ experiences of conscious identification with their 
clients can affect their ability to sense and communicate Unconditional Positive 
Regard (UPR). At the time I was struggling with the idea of fostering an attitude of 
UPR and I was becoming concerned about how my previous experiences could 
impact on my clients. Through this essay I was able to grapple with what UPR means 
as a concept and what it involves in practice and to understand how conscious 
identification can impact on practice.
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The second essay was written during the second year of my training, while I was 
trying to get to grips with psychodynamic theory and practice. I started working 
clinically with two children whose mothers had been diagnosed with Borderline 
Personality Disorder (BPD). I had heard the label before but knew nothing about it. 
This essay gave me the opportunity to consider how BPD is understood and worked 
with psychodynamically. I was curious about how BPD manifests, in order to 
understand how this may impact on my clients and to consider it in relation to the 
dynamics I saw unfolding in the therapy room.
The third essay was written in my final year, when I was practising Cognitive 
Behavioural Therapy (CBT) in the context of an inpatient eating disorders unit. I 
experienced a tension between practising in accordance with our value base as 
counselling psychologists and implementing manualised interventions. Through this 
essay I was able to see how CBT conceptualisations of Anorexia Nervosa (AN) and 
CBT adapted for working with this client group can be compatible with our values.
I gained an understanding of how CBT can be practised more flexibly and was able to 
acknowledge the contribution CBT can make to pluralistic practice. This enabled me 
to get to grips with practising CBT on placement.
The Therapeutic Practice Dossier
This dossier is concerned with the clinical experience I have gained and my personal 
and professional development over the course of my training. I provide an account of 
the context of practice and experiences gained in each of the clinical placements I 
undertook. My first year placement was in a charity based within an NHS foundation 
trust that provided therapy to those affected by cancer. I undertook my second year 
placement in a charity that provides therapy to children affected by domestic violence. 
My third year placement was in an NHS inpatient eating disorders unit. This dossier 
also includes my final clinical paper, which provides an account of my personal and 
professional development over the course of my training.
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The Research Dossier
This dossier consists of a literature review and two pieces of empirical research. The 
three pieces are all concerned with the potential for racism to infiltrate the therapeutic 
relationship. This area captured my interest because it brings together my personal 
experiences with my professional development. I understood racism as a socio­
political construct and had first-hand experience of the impact it can have on the 
individual. Given that the therapeutic relationship takes place within the current socio­
political context, I was curious to understand the ways in which racism could manifest 
within it and the potential impact that could have. The passion I have for this subject 
meant that it was challenge for me not to provide an overly biased interpretation of 
the findings. While this is paradoxical, given the subject matter of the research, my 
growing ability to adopt a reflexive stance has ensured that this has been taken into 
consideration in each piece of research.
The first piece of research work I undertook was a review of the empirical literature 
regarding the ways racism may manifest in the therapeutic relationship. The findings 
were framed within the theoretical context of contemporary racism. I aimed to present 
all available empirical evidence to provide a rich understanding from the perspectives 
of both client and therapist from the Minority Racial Group (MRG) and Majority 
Racial Group (MJRG). The findings of this review suggested that there was 
preliminary evidence to suggest that racism affected the process and, as a result, the 
outcome of therapy. A number of gaps in the literature were identified and it was 
difficult to decide which area to pursue in my next empirical piece.
The literature review showed that determining whether subtle racism had occurred 
was not straightforward and it often involved a complex interplay between therapist 
behaviour and client interpretation. Therefore, I became curious about how MRG 
clients experienced therapy with white therapists and what this could tell us about 
subtle racial biases in the therapeutic relationship, if anything. My first empirical 
piece involved interviewing clients from this group and using interpretive 
phenomenological analysis to explore their subjective experiences. The findings 
showed that the clients raised therapist factors that facilitated their experience and 
client factors that informed their appraisal of the significance of race in the
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relationship. Some clients did talk about their experiences of possible subtle racism. I 
discuss the practical implications of the findings for counselling psychologists.
Given that some clients described possible experiences of subtle racism, I became 
interested in how frequently it occurred and the perceived impact it may have on 
clients’. The findings of my literature review showed that there was no theoretically 
grounded scale to measure the occurrence and impact of subtle racism in therapy. 
Therefore, in my second empirical piece, I used a quantitative approach to develop a 
scale to address this gap. The findings showed that subtle racism does occur in 
therapy from the clients perspective, although rarely, and some client background 
factors predicts this perceived occurrence. Furthermore, the occurrence of subtle 
racism was predictive of clients’ appraisals of the strength of the working alliance 
with their therapist. I discuss the findings in the context of existing literature, draw out 
the implications for counselling psychology and suggest directions for future research.
While my research has focused on MRG client/MJRG therapist dyads, that is not to 
say that MRG practitioners, such as myself, are immune from perpetrating racial 
biases. It has been important to me to convey this message in all three pieces. The 
findings of my research have led to me engaging in a process of self-exploration about 
the racial biases I may hold due to my upbringing and how they have the potential to 
impact on my practice.
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Academic Dossier
Introduction to the Academic Dossier
The academic dossier consists of three theoretical pieces written over the course of 
my training. Through reviewing ajournai article, the first essay explores how 
conscious identification with a client can impact on our ability to experience and 
convey unconditional positive regard towards them. This piece was written in the first 
year of my training. The second essay, which I wrote in my second year, considers 
how to approach working psychodynamically with a client who has been diagnosed 
with Borderline Personality Disorder. Finally, the third essay examines how cognitive 
behavioural approaches to understanding and treating Anorexia Nervosa are 
compatible with our value base as counselling psychologists. This piece was written 
in the final year of my training.
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Essay 1
Journal Article Review
Reconciling Being Human with Being a Counselling Psychologist
Ridge, S., Campbell, W. & Martin, D. (2003). Can an experience of conscious 
identification affect a counsellor’s ability to sense and communicate unconditional 
positive regard? Theoretical and practice-based concerns. British Journal o f Guidance 
and Counselling, 31, 275-288.
Introduction
It is difficult to offer unconditional positive regard (UPR) and there is debate as to 
whether it is possible at all (Wilkins, 2003) given it is intrinsically linked to our 
personal qualities (Wilkins, 2000). As counselling psychologists we sometimes forget 
we have our own values, beliefs and experiences which have the potential to impact 
on the therapeutic relationship (Meams, 1994). Ridge, Campbell and Martin (2003) 
attempt to contribute to this discussion by exploring how counsellors’ experiences of 
conscious identification (Cl) affect their ability to sense and communicate UPR in the 
here and now of the counselling session. The authors start by adopting a theoretical 
standpoint before drawing on the findings of their own research to explore the 
potential link between Cl and UPR in practice. They use the findings to develop a 
model illustrating the different ways Cl could affect UPR and highlight practical 
implications for counsellors.
A recent experience made me aware of one of my unresolved issues concerning 
childhood experiences of being bullied. How could this come into play in my future 
role as a counselling psychologist? What can I do to prevent potential negative 
consequences? Could this experience help me in my work with clients? These were 
the types of questions I was asking myself. The article grabbed my attention as I am 
consciously aware of the potential link between my experience and my future 
practice. It brings together my concern about the possibility of Cl with my interest in 
wider debates about the difficulties inherent in developing UPR.
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Why Consider the Impact of Cl on UPR?
In the first part of the paper, Ridge et al (2003) attempt to build a case for exploring 
the impact of Cl on UPR. They begin by offering a cumbersome definition of Cl 
which can be simplified as: a process initiated within a counsellor when they are 
aware they have cognitively and emotionally recognised and identified with 
something their client has vocalised, for example, a similar experience or difficulty 
(Ridge et al, 2003). The authors’ definition distinguishes between cognitive and 
emotional levels of identification but this was not referred to again, although it could 
have been useful to do so to support their argument.
Before examining how Cl impacts on UPR one might ask what UPR is and what it 
involves. Initially the authors frame their argument in Rogers’s conceptualisation of 
UPR where the therapist experiences a warm, caring acceptance for both positive and 
negative facets of their client’s experience, that is non-possessive and respects them as 
a separate autonomous individual (Rogers, 1961).
It is not until later in the paper when they have already set out some of their argument 
that they consider alternative, multidimensional definitions. For example, Lietar 
(2001) suggests UPR consists of three components: positive regard (caring and 
warmth), non-directivity (belief in the client’s autonomy), and unconditionality (no 
conditions attached to acceptance and free from judgement). Presenting the alternative 
definitions up-front would have enabled the authors to highlight the different areas 
where Cl could influence UPR.
Despite being aligned to the process of UPR the paper does not discuss what UPR 
involves in practice or, as Wilkins (2000, p.24) states, it does not answer the question 
of “just what is being asked o f me and how do I  do it? ”
Meams and Thome (1999) describe UPR as an attitude of valuing the client’s 
humanity which is reflected in the therapist’s acceptance and warmth. Therefore, 
authors such as Meams and Thome (2000, p.88) suggest it is more about becoming 
the type of person who can be a person-centred counsellor than learning techniques 
which would amount to “prostitution o f a life enhancing gift. ”’ They comment that
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the core conditions -  empathy, congruence and UPR -  are an intrinsic aspect of a 
person and suggest these cannot be learned (Meams and Thome, 2000).
In a separate paper Ridge et al (2002) suggest Cl could potentially interact with all 
three core conditions: empathy, congmence and UPR. So why have they chosen to 
dedicate a paper to the impact on UPR? Their justification rests on the emphasis other 
authors have placed on UPR as being ‘curative* and ‘growthpromoting’ (Wilkins, 
2000) as well as being fundamental to the development of the therapeutic relationship. 
The authors note the importance of communicating UPR to the client so that they are 
aware of it, and also note that it potentially leads to greater self-exploration for the 
client.
The authors have emphasised the importance of UPR but how do they say it works in 
practice? They sum this up in a sentence suggesting UPR challenges conditions of 
worth which have impeded the client’s growth. But what does this really mean? 
According to Rogers, humans possess an innate drive (actualising tendency) to grow 
and reach their full potential (Siberschatz, 2007; Wilkins, 2007) which is part of our 
real inner self or ‘organismic-self (Hough, 2002; Wilkins, 2007). In order to satisfy 
the need to feel loved in the absence of UPR, people learn to meet the “conditions o f  
worth imposed by others (Wilkins, 2000, p.26) and incorporate them into their self- 
concept so they live according to other people’s values, beliefs and attitudes 
(Coleman, 1988). As Coleman (1988, p.22) states: “the self-concept becomes the 
fiercest enemy o f the organismic self ” It is this “incongruence” between the self- 
concept and the organismic self which gives rise to “vulnerability” (Wilkins, 2007, 
p.36).
UPR strikes at the very core of this by weakening the conditions of worth (Wilkins, 
2000). The client no longer needs to meet these conditions in order to receive 
acceptance so they become redundant and the defences they supported become 
reversed (Gillion, 2007). The incongmence between the self-concept and organismic 
self is reduced, the client develops an internal locus of evaluation and becomes more 
in tune with the actualising tendency (Gillion, 2007).
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The authors did not supplement their argument with evidence about the relationship 
between UPR and therapeutic outcome. Faber and Lane (2001) conducted a review of 
research seeking to explore this. They found UPR was positively associated with 
outcomes even though the effect size was modest. Client ratings of positive regard 
were most often associated with good outcomes. This is supported by Cooper (2008) 
who notes similar findings in research conducted in other psychotherapeutic 
traditions.
The authors allude to the fact that the theoretical account of UPR is idealistic and a 
highly debated topic in terms of its achievability (Wilkins, 2003; Gillion, 2007). Some 
have regarded UPR as a limitation of the person-centred approach in expecting 
counsellors to accept people whose behaviour has been despicable (Masson, 1988). 
Wilkins’s (2003) counter-argument is that the inability to show positive regard is a 
limitation of the therapist, not the approach -  and that it is difficult to offer UPR 
because counsellors are human and “have values and opinions [and] few  o f us are 
without our own pain and shame” (Wilkins, 2000, p.34).
So how could Cl affect UPR? In my opinion the argument Ridge et al (2003) present 
relates to compromising unconditionality and interfering with the therapist’s presence 
in the here and now of the counselling session.
The authors suggest that when Cl is experienced the accompanying thoughts and 
emotions about one’s own experience hinder acceptance, as comparisons are made 
with the client’s experience. There are two parts of this argument that the authors did 
not tease out. Firstly, the suggestion that thinking about one’s own experience could 
impede acceptance is similar to the idea of cognitive interference (Sarason, 1984). It 
would seem self-preoccupation interferes with a counsellor’s ability to be fully 
present with the client in the here and now, and to listen and convey acceptance.
In terms of the emotional aspect of Cl, the authors suggest the fear generated by 
preoccupation with their own experience during Cl causes the therapist to become 
defended, threatened and ultimately distance themselves from the client. They parallel 
this with Rogers’s comments about the difficulty of the therapist feeling safe enough 
to offer UPR as opposed to feeling fearful of being 'trapped' by it (Rogers, 1961,
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p.52). This is where the distinction between the cognitive and emotional aspects of Cl 
could have been relevant.
Secondly, the idea that the therapist compares their experience to the client’s could 
have been discussed further, drawing on Festinger’s (1954) social comparisons 
theory. Part of the theory stipulates we are more likely to make comparisons with 
people who are similar to us. This has been extended to suggest we make upwards 
comparisons with people who we perceive to be in a better position than us and 
downwards comparisons with those in a worst position. Either way, making a 
judgement about our clients’ experience is inherent in evaluating ourselves against 
them. As the authors suggest, being non-judgmental is fundamental to 
unconditionality and acceptance of the client’s phenomenological experience.
When Ridge et al (2003) address the potential for Cl to compromise unconditionality 
they suggest the counsellor may accept aspects of the client that are similar to 
themselves, or become conditional in accepting elements which are dissimilar. But 
surely this would depend on our own feelings about the similar personal experience. 
This is something the authors return to when presenting the findings of their research.
The authors draw on the work of Meams (1994) who suggests when there are 
similarities between us and our client in terms of beliefs and needs we may be more 
inclined to ‘like'’ our clients. According to Meams (1994) liking is conditional on this 
similarity and also gives rise to the potential for over-involvement. Meams and 
Thome (1999, p.61) describe this as the: “counsellor being linked through need with 
the client so that she cannot be open to him changing because this change might 
fundamentally affect herself.”
Ridge et al (2003) do briefly mention over-involvement in their argument but they 
could have gone into more detail given the subject of investigation is closely aligned 
to similarity with clients.
The authors also present a case for the facilitative impact of Cl on UPR. They quote 
Rogers (1961, p.2O) as saying it is difficult to accept people for themselves as it is 
common for us to believe everyone should be the same as us. Therefore it could be
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easier to accept someone who has had a similar experience to us. It would appear 
there is a fine line between Cl leading to liking, over-involvement or enhanced 
acceptance.
At several points in the paper the authors argue Cl could result in the counsellor 
directing the client. The main point discerned from their argument is Cl could result in 
the counsellor directing the client to be like themselves, that is, towards issues they 
have resolved and away from current or unresolved difficulties. This amounts to 
failure to accept the client for what they are. For example I once found myself 
directing a client away from talking about her loneliness arising from living alone 
because I was in a similar situation and found it difficult. Instead I directed her 
towards feeling empowered due to her position of independence. Was I accepting the 
client for who she was? No - 1 was directing her to be like me because it was easier 
for me to accept her position.
Similarly, the authors draw on the work of Meams (1994) to argue that Cl could lead 
the therapist to accept certain 'configurations' or aspects of the client and avoid others 
-  which amounts to offering a conditional relationship. The non-directive stance of 
the person-centred tradition has been subject to much debate (Wilkins, 2003) but it is 
beyond the scope of the current review.
The Research
The authors present their own research -  which employed quantitative and qualitative 
methodologies -  to explore how Cl impacts on UPR. The quantitative component 
sought to examine potential differences between the counsellor’s level of regard and 
unconditionality when Cl occurred and when it did not. Counsellor-client dyads were 
required to complete the Barrett-Lennard relationship inventory (BLRI) (Barrett- 
Lennard, 1962) at the beginning of the experimental period. If Cl occurred during the 
period the dyad was allocated to group one and asked to complete the BLRI again. If 
Cl did not occur the dyad were allocated to a separate group and asked to complete 
the BLRI at the end of the experimental period. Between-group (clients and 
counsellors groups respectively) and within-group comparisons were made using t- 
tests.
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The authors’ interpretation of the findings suggests that when counsellors did not 
experience Cl the clients indicated a higher level of regard than when the counsellor 
did experience CL Similarly, they also report that when Cl did not occur, the clients 
reported a higher level of regard when they completed the BLRI at time two 
compared to time one, at a 0.1 significance level. In my opinion these findings have 
been over-interpreted, especially given the small sample sizes across all four groups 
( 3 - 9  participants per group) and the significance level used. While this limitation 
was noted by the authors, I would suggest it is enough to render the findings 
meaningless.
The authors could have focused on the qualitative study. As Gillon (2007) suggests it 
is becoming more common for researchers to use qualitative methodology to 
investigate the process aspects of the person-centred approach. The qualitative 
component involved 23 semi-structured interviews with counsellors and a student 
counsellor’s diary records of experiences of CL Three main themes emerged from the 
findings. Firstly, the extent to which the therapist had accepted the issue giving rise to 
Cl was associated with the extent to which they could accept the client. If there was 
self-acceptance of the issue then they felt more able to accept the client, conversely if 
there was not, accepting the client became more problematic.
Secondly, the therapists experienced mixed feelings when Cl occurred. This included 
concerns about the therapist’s issues being “mixed up” with the clients, closeness to 
the client, shock, and anxiety about no longer being in the client’s frame of reference.
Thirdly, Cl operates on a continuum. The different levels vary in the effect they have 
on the counsellor, dependant on the extent to which the issue giving rise to Cl has 
been resolved. The authors developed a model based on the findings to show how 
different types of Cl could affect a counsellor’s ability to convey UPR. The model is 
presented in Figure 1.
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Figure 1:
Model o f the ways Cl may affect our ability to sense and communicate UPR
• Simple uncomplicated Cl -  has a minimum enhancing or obstructing effect 
on UPR;
• Sudden Cl, wherein it may be hard to separate counsellor and client feelings 
and there may be a risk of merging with the client, which may have an 
obstructing effect on UPR;
• Process-like Cl (past resolved issue), wherein there may be difficulties in 
accepting the client in terms of wanting to direct the client, but if the 
counsellor has accepted the issue may enhance UPR;
• Process-like Cl (current or past unresolved issue), wherein there may be a 
holding back or distancing from the client in order to protect self and it may 
be difficult to accept the client for where they are;
• Process-like Cl (future issue);
• Anticipated Cl
(Ridge et al, 2003, p.286)
The authors suggest the last three levels of the model could have a negative impact on 
UPR. I find this curious since they describe potential negative effects when describing 
all six levels!
The authors anticipated the model would be of practical significance to counsellors in 
enabling them to anticipate the way Cl could affect UPR. I tested this by trying to fit 
three of my experiences of Cl into the model. My first dilemma was lack of clarity 
about the meaning of some of the terminology used. For example what is ‘simple 
uncomplicated CPI What is ‘process-like C /7  It would have been useful to have 
some examples to illustrate each level of the model. This was resolved by examining a 
related paper produced by the authors (Ridge et al, 2002).
I feel I have experienced process-like Cl (past resolved issues) when working with an 
only child client who felt guilty about not meeting her parents’ demands to visit them
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frequently. I had a similar experience which I resolved. I think it helped me accept the 
client more readily because I could understand experiencing the conflicting feelings of 
guilt, anger and privilege. It helped to focus on what was different about our situations 
(Ridge et al, 2002). In this case the client’s parents had separated whilst mine are still 
together.
A further experience could be classified as process-like Cl (current and past 
unresolved issues). I used to be an overweight teenager and I worked with a client 
who was an overweight teenage girl. As she spoke of the way she felt in her body it 
began to resonate with me. I felt in my body the way I used to when I was overweight 
and I found it difficult to tell if these feelings were mine or the client’s.
I am aware I may experience anticipated Cl in the near friture. My current placement 
involves working with cancer patients and their carer’s and I am fearful of identifying 
with someone who has found out one of their parents has cancer as I did a few years 
ago. I can work on accepting this to prevent the situation arising.
Practical Significance of the Findings
The model is useful to counselling psychologists in training as it provides a structure 
for considering how Cl could interfere with our ability to offer UPR and enables us to 
prepare for it, as illustrated by my experiences.
Most counsellors were able to refocus on their clients when Cl had occurred and 
control their thoughts and feelings. This provides some indication of how to deal with 
it in situ. The findings normalise the residual feelings that may ensue following such 
an experience (e.g. feeling overwhelmed and sad) and alludes to some of the strategies 
therapists use to help with them. The authors suggest personal therapy could be a 
useful place to work on needs, fears, personal blocks and vulnerabilities.
The authors go on to provide recommendations for counsellors centring on ongoing 
self-development work. This involves enhancing self-awareness and self-acceptance. 
This is echoed by a number of authors who have suggested the ability to offer UPR is 
contingent on this (Wilkins, 2000; Meams and Thome, 1999). Wilkins (2003)
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suggests it is important to recognise our ability to offer UPR is limited and self- 
development work helps raise this limit. However, Meams (1998) acknowledges that 
some things are more difficult to work on but we can learn to manage them so we do 
not need to give ourselves a hard time for not being perfect!
Conclusions
Overall, the paper provides a framework against which we can evaluate our 
experiences of Cl and identify the possible consequences for UPR. The argument 
presented for how Cl could affect UPR broadly relates to unconditionality and our 
presence in the therapeutic relationship. The structure could have been improved as 
the argument was repetitive and ambiguous in places. The quality of the quantitative 
research presented is questionable and the paper was published seven years ago and 
has not been cited in any subsequent publications. This may not be of concern to the 
authors as the paper is more concerned with highlighting practical implications. It 
emphasises the importance of our continual self-development particularly in terms of 
becoming self-aware and self-accepting. This may not be new to us but it does 
provide another reason why it is our professional responsibility, as counselling 
psychologists, to focus on our personal development.
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Essay 2 
Borderline Personality Disorder: Working Psychodynamically with this 
Diagnosis 
Introduction
Borderline Personality Disorder (BPD) is defined as “a pervasive pattern o f  
instability o f  interpersonal relationships, self-image and affects and marked 
impulsivity beginning by early adulthood and present in a variety o f contexts'” (DSM- 
IV-TR). There is disparity in the symptoms experienced by individuals with BPD, 
given that five out of nine criterion need to be met for it to be diagnosed (Bateman 
and Fonagy, 2004). It has been argued the ‘label’ quality of the diagnosis says little 
about the phenomenology of BPD and ultimately the needs of patients (Fletcher,
2010; Kemberg and Michels, 2009) which is related to wider debates about the 
médicalisation of mental distress (Szasz, 1974). Understood from an object-relations 
perspective, interpersonal relations are regarded as fundamental to the development, 
manifestation and consequently the treatment of BPD (Levy, 2005; Kemberg, 2004). 
Historically BPD has been regarded as untreatable through traditional 
psychoanalytical approaches (Gabbard, 2007; Kemberg and Michels, 2009; 
Gunderson, 2009; Levy, 2005). Contemporary psychodynamic approaches have been 
developed to overcome the limitations of classical psychoanalysis in the treatment of 
BPD (Kemberg, 2004; Bateman and Fonagy, 2006). These approaches are concerned 
with effectiveness as opposed to the ridged application of psychoanalytical theory 
(Gabbard, 2010).
The purpose of this essay is to present a case for my chosen approach to working 
psychodynamically with a client diagnosed with BPD. I have primarily drawn on 
contemporary object-relations theory developed by Kemberg (2004) and illustrate my 
argument using case material from one client.
27
Academic Dossier
The Client
Catherine1 was a white British female who was in her twenties. She lived with her 
husband and children from a previous marriage. In her previous marriage.Catherine 
experienced physical, emotional and sexual abuse perpetrated by her ex-husband. She 
eventually left the relationship two years ago, having made repeated attempts to leave. 
The level of sexual abuse was eventually what made her leave. I was working with 
her son who was a child. Catherine frequently did not bring her son to sessions or was 
late. Catherine was diagnosed with BPD following a “breakdown” she suffered one 
year ago. When she is unwell she had been known to self-harm and have paranoid 
thoughts. Her mood had been described as erratic with outbursts of anger and periods 
of depression. Catherine’s background history is marked by several known risk 
factors for developing BPD. She grew up without a father (Gunderson and Sabo, 
1993), was sexually abused by a family member as an adolescent (Bradley and 
Western, 2005; Fonagy, 2000), her mother suffered from depression (e.g. Golomb et 
al, 1994) and she had an unstable family environment whereby her mother had a 
number of different partners (Bradley, Jenei et al, 2005).
Psychodynamic Understanding of the Client
The aetiology of Catherine’s diagnosis can be understood in terms of a 
biopsychosocial model whereby genetic or temperamental predisposition interacts 
with environmental experiences to determine BPD (Oldham, 2009; Kemberg and 
Michels, 2009). Relational psychoanalytical perspectives on BPD emphasise the 
causal role played by early childhood experiences (Bradley and Western, 2005).
According to attachment theory (Bowlby, 1980) the early relationship between child 
and caregiver has implications for later development of a sense of self and 
interpersonal functioning (Levy, 2005). Research suggests that a disorganised -  
disorientated attachment in infancy typifies BPD (Fonagy, 2000; Bradley and 
Western, 2005). This results from a child simultaneously seeking proximity and 
avoiding the caregiver (Bradley and Western, 2005) due to threat, fear and/or
1 A pseudonym
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emotional inconsistency. Catherine comes from an inconsistent family environment 
and her mother is likely to have been unstable resulting in a disorganised- 
disorientated attachment style in Catherine’s infancy. An unresolved-preoccupied 
pattern commonly characterises BPD in adulthood (Fonagy, 2000; Bradley and 
Western, 2005) and unsurprisingly both are characterised by common behaviours such 
as impulsiveness, overdependence on significant others and fear of rejection. This, 
along with re-enactment of earlier experiences of abuse, may partially explain 
Catherine staying in an abusive relationship for as long as she did.
It has been argued that BPD represents a regression to pre-oedipal stage of ego 
development marked by lack of separation between self-object representations 
(Spurling, 2003; Bradley and Western, 2005). This is supported by Winnicott’s (1958) 
notion of transitional objects which are used by infants to self-sooth before they have 
an internalised object to utilise. There is evidence linking BPD with the use of 
transitional objects in adulthood (Bradley and Western, 2005). I was concerned that 
Catherine was using her son as a transitional object, showing signs of anxiety when 
she was separated from him and potentially contributing towards his existing 
vulnerability for developing BPD. However Bradley and Western (2005) argue 
against restricting the developmental determinants of BPD to the pre-oedipal stage as 
sexual abuse commonly experienced by patients with BPD usually occurs at a later 
stage, as it did in Catherine’s case.
Kemberg (2004) explains how internalised representations of a disturbed early 
relationship with caregivers can culminate in BPD. Based on Klein’s object-relations 
theory Kemberg asserts that drives (libido and aggression) are always experienced in 
relation to the ‘other’ (Clarkin, Yeomans and Kemberg, 2006). Object-relations are 
dyads consisting of representations of the self in relations to the ‘other’ linked by 
libidinal (idealised) or aggression (persecutory) affects (Clarkin, Yeomans and 
Kenrberg, 2006). According to Kemberg (2004) affects are innate and object-relations 
develop when a child experiences high libidinal or aggressive affect intensity. This 
leads to the development o f ‘idealised’ and ‘persecutory’ object-relations dyads 
respectively (Clarkin et al, 2006). It has been argued that early abuse and trauma such 
as Catherine’s experiences are converted into aggressive affect resulting in an excess 
level of aggression (Kemberg, 2004).
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According to Kemberg (2004), idealised and persecutory representations are usually 
integrated to provide a coherent view of self and other or a normal ‘ego identity’ 
(Kemberg, 2010). However in BPD there is ‘identity diffusion’ or a lack of 
integration of aggression in order to protect the idealised from the persecutory object- 
relations (Clarkin et al, 2006). This is achieved through employing primitive defence 
mechanisms such as splitting and projective identification (Clarkin et al, 2006) and is 
synonymous with Klein’s notion of the paranoid schizoid position. An individual with 
BPD rapidly shifts from identifying with the ‘self pole of a dyad and projecting the 
‘other’, to identifying with the ‘other’ pole of the dyad and projecting the ‘se lf’ In 
addition they vacillate between taking up positions in persecutory and idealised dyads 
(Clarkin, 2006). The shift was evident in Catherine when she praised me for the work 
I had done with her son and then, shortly afterwards, shouted at me because of her 
son’s continual behavioural difficulties. Given her history of abuse it is likely that in 
identifying with the ‘self pole of the object-relations dyad she puts herself in the 
position of the victim, and then in the position of perpetrator when identifying with 
the ‘other pole’ (Kemberg, 2004).
A number of theorists disagree with Kemberg’s (1986) model. Based on the work of 
Kohut (1977), Adler and Buie (1981) propose that self-esteem regulation is deficient 
in those with BPD due to the inability to access “good objects” in order to self-sooth 
due to inadequate mirroring by early caregivers. Similarly Bateman and Fonagy 
(2006) implicate inadequate mirroring by the caregiver in the inability of people with 
BPD to mentalize -  that is, to recognise that others have a different internal world to 
their own. This leaves them believing their own perceptions correspond with reality 
and unable to consider alternative perspectives. As Bradley and Western (2005) argue, 
all three perspectives contribute to deeper understanding of BPD.
Approach to Therapy
There are two empirically validated psychodynamic approaches to treatment, 
Transference-Focused Therapy (TFP) emerging from the work of Kemberg (2004) 
and Mentalization Based Therapy (MBT) developed by Bateman and Fonagy (2006).
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With increasing emphasis on evidenced-based practice (Martens, 2006) these 
approaches provide an effective way of treating individuals diagnosed with BPD 
which are rooted in psychoanalytical theory.
It is beyond the scope of this essay to review the evidence supporting these 
approaches (for reviews see Gabbard, 2010; Martens, 2006) but it has led some to 
question what makes them both effective. Gabbard (2010, 2007) argues their 
effectiveness is attributable to coherency of the treatment approaches, the therapeutic 
alliance, and secondary strategies which are not emphasised by the therapist.
Oldham (2009) advocates an individualised approach to treatment decisions given the 
heterogeneity of individuals diagnosed with BPD. Correspondingly, it has been 
suggested that MBT and TFP are most suited to clients with insecure attachment 
patterns, as the approaches seek to modify attachment styles (Martens, 2006). It has 
been found that a change in attachment classification from insecure to secure is more 
likely in those receiving TFP compared to other approaches such as Dialectical 
Behaviour Therapy and Supportive Psychotherapy (Levy et al, 2006).
Furthermore it has been found that TFP also improves mentalizing abilities (Gabbard 
and Horowitz, 2009; Gabbard, 2007). The fundamental difference between MBT and 
TFP is their stance on transference interpretations (Gabbard, 2010) (see later section). 
While research has found no difference in overall outcomes for clients treated with 
transference interpretation compared to those who are not (Hoglend, 2006), it has led 
to more favourable outcomes for those with impaired object-relations which were 
maintained at a three year follow up (Hoglend, 2008). Given Catherine was likely to 
have an insecure attachment and impaired object-relations, my approach to our work 
would have draw on TFP which utilises a modified version of the techniques used in 
classical psychoanalysis (Kemberg, 2010).
The Goals of Treatment
It was anticipated that Catherine’s split-off idealised and persecutory object-relations 
will manifest within the context of the therapeutic relationship, given they form the 
basis of her relational skills (Kemberg, 2010). TFP involves identifying, interpreting
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and linking the unconscious split-off object-relations in the transference in order to 
bring to consciousness and integrate the persecutory with the idealised. This results in 
the resolution of identity diffusion, the elimination of primitive defence mechanism 
and a coherent sense of self and other (Kemberg, 2004). In Kleinian (1946) terms this 
represents a move towards the depressive position.
The anticipated outcomes of treatment include reduction in impulsive behaviours and 
improved emotional regulation, interpersonal relationship, empathy for others and 
self-reflection (Kemberg, 2004).
The Contract
Initially the boundaries of the therapeutic relationship would be set out as in most 
modalities of therapy including traditional psychoanalytical approaches. This involves 
limit-setting and outlining responsibilities for both parties, and includes measures that 
will be taken to prevent the client from acting out (Kemberg, Selzer, Koenigsberg, 
Carr and Appelbaum, 1987). Catherine had a history of taking overdoses and at this 
stage she would have been made aware of the action I would take to prevent her from 
doing this. It is also an ethical obligation to inform clients of potential situations 
resulting in breaches of confidentiality (BPS, 2009). This would represent a deviation 
from technical neutrality that typifies psychoanalytical approaches but TFP views this 
as essential when working with BPD clients (Kemberg et al, 1987). This is also 
necessary in order to adhere to policies and procedures in some contexts of practice.
Therapeutic Relationship
The difficulty of establishing a therapeutic relationship with BPD clients is widely 
acknowledged (Gabbard and Horowitz, 2009; Spurling, 2003; Oldham, 2009). Yet a 
holding environment (Winnicott, 1958) where the client’s emotional experiences are 
contained is part of what is missing and what is needed by clients with BPD 
(Spurling, 2003). This enhances the client’s trust in the therapist (Ellman, 2007) and 
the therapist’s ability to ‘survive’; reduces the client’s aggressive affect; and reduces 
the client’s feelings of ‘omnipotence’ and ‘destructiveness’ (Luz, 2009). Feeling the 
client’s pain and showing genuine care are prerequisites for the client’s ability to
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accept transference interpretations (K, 2008; Luz, 2009). As Gabbard (2010, p. 10) 
suggests “A surgeon needs anaesthesia to operate and the psychotherapist o f  a 
borderline patient needs a solid therapeutic alliance to interpret transference. ” This 
is supported by the findings of a study conducted by Gabbard et al (2004) that found 
effective transference interpretations were delivered following empathie supportive 
statements. Therefore the initial challenge in my work with Catherine would have 
been to establish a strong working alliance characteristic of most modalities of 
therapy.
The Transference Debate
According to Kemberg (2004, p. 105) “Transference analysis refers to the 
clarification, confrontation and interpretation o f unconscious, pathogenic 
internalized object relations from the past that are typically activated in the 
relationship with the therapist” (Kemberg, 2004). This involves focusing on the “here 
and now” of the therapeutic relationship which is deemed to reflect interpersonal 
functioning in everyday life (Gabbard, 2010).
Transference analysis in TFP with BPD patients differs from conventional analysis in 
some ways. Firstly, interpretations are related to the client’s wider life if it is felt the 
therapeutic space is being split from external reality. This split external material is 
brought into the relationship in the form of extra-transference material if  the split is 
preventing it from receiving attention in treatment (Kemberg, 2004). Transference 
interpretations occur frequently in accordance with the client’s rapid shifts from 
idealised to persecutory and to self and other poles of the object-relations dyads 
(Kemberg, 2004). Psychotic transference may also manifest in the therapeutic 
relationship which is reflective of an inability to differentiate fantasy from reality 
(Spurling, 2003).
There is debate regarding the utility of transference interpretations in the treatment of 
clients with BPD. Advocates of MBT question the ability of those with BPD to 
tolerate interpretations as they may take it as criticism which stimulates further anger 
(Gabbard, 2010). A further argument against transference interpretations is the 
detrimental impact on mentalization abilities (Gabbard and Horowitz, 2009) through
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emphasising the thought process of the therapist as opposed to that of the client. In 
addition, the self-psychology approaches originated by Kohut (1977) place emphasis 
on the empathie relationship leading to the development of a self-soothing function as 
opposed to transference interpretations.
I decided that I would have used transference interpretations when working with 
Catherine while maintaining awareness that it is the way they are delivered that is 
fundamental to how they are received. The establishment of a strong therapeutic 
relationship should also precede making transference interpretations.
Interpretation
TFP interpretations initially focus on providing a comprehensive understanding of the 
relationship between therapist and client at any given moment; then, the dyadic nature 
of object-relations and shifts in roles at each side of the pole; followed by integration 
of persecutory and idealised representations (Clarkin et al, 2006). Kemberg (2004) 
advocates deciding what to interpret on the basis of affective dominance which is 
reflective of internalised object-relations. Intense anger, sadness and elation are 
dominant affects I had witnessed in Catherine and it is these areas where I would 
focus my attention as they manifest. Interpretations can involve clarification and 
confrontation which initially centre on the here and now of the relationship, moving to 
interpretations regarding past relationships in later stages (Kemberg, 2010).
Counter-transference
Counter-transference is defined as “the total emotional reaction of the therapist to the 
patient” (Kemberg, 2004). Paradoxically, counter-transference can provide valuable 
information about the client’s transference but can also destabilise the therapist, 
making it difficult for them to maintain their position (Spurling, 2003).
Counter-transference can be indicative of the therapist’s identification with the 
client’s projections or empathie feelings for the client’s experience (Kemberg, 2010). 
The reactions needs to be monitored so the therapist can avoid acting on them and 
also capitalise on the information provided, to further understand the transference and
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to inform interpretations (Kemberg, 2004). I often felt angry when I saw Catherine for 
no obvious reason. It is likely I had identified with the anger she was projecting onto 
me and I could use this information when making transference interpretations.
It is recommended that appropriate support structures are in place to contain the 
therapist, such as peer support and supervision (Spurling, 2003).
Conclusions
Overall, the approach I would have adopted to treating Catherine, considers 
interpersonal reality as fundamental to the development, manifestation and 
corresponding treatment of BPD. The approach takes classical psychoanalytical 
techniques and modifies them in accordance with the needs of individuals with BPD 
to develop a treatment approach that works. Empirical evidence supports the use of 
the approaches, which is of importance given increasing emphasis on evidence-based 
practice. The therapeutic relationship is central to the approach, providing a 
containing, empathie climate to facilitate the re-enactment of object-relations, and to 
create an environment conducive to the exploration of transference interpretations.
Debates concerning the use of transference interpretations suggest that the way 
transference interpretations are timed and delivered is fundamental to a client’s 
acceptance of them. While this essay has separated and discussed various facets of the 
approach, I understand them as reciprocal and interrelated. For example, a strong 
therapeutic relationship is a prerequisite for transference interpretations which in turn 
strengthens the therapeutic relationship. The ability to withstand counter-transference 
reaction augments the therapeutic relationship and provides information for 
transference interpretations. The psychoanalytically-based approach is integrated akin 
to the integration of the idealised and persecutory object-relations it aims to address.
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Essay 3
NHS under pressure from rise in anorexia’ (Johnston, 2011): Using CBT to 
work with the person behind the headline
Introduction
I was struck by this newspaper headline -  ‘NHS under pressure from rise in anorexia’ 
-  displayed on the wall in my third year placement in an inpatient eating disorders 
unit. While the newspaper article goes on to present an individual case study, the 
powerful headline fails to capture the suffering, daily struggles and unique stories of 
those who walk past it every day: those we label as ‘anorexic.’ The main essence of 
Anorexia Nervosa (AN) is ‘motivated eating restraint’ (Lavender & Schmidt, 2006, 
p.239) but the physicality attracts most attention in terms of its visibility and risks 
posed to physical health (Schmidt & Treasure, 2006). Currently there are no evidence- 
based treatments for AN nor any recommended psychological interventions specified 
in National Institute for Health and Care Excellence (NICE) guidelines (2004). 
Cognitive Behavioural Therapy (CBT) is the treatment of choice for bulimia nervosa 
and is considered a ‘logical alternative’ in treating AN (Fairbum & Harrison, 2003). 
This poses a challenge to my professional values as a trainee counselling 
psychologist, representing a shift from understanding the nuances of my clients’ 
phenomenological experiences in favour of implementing manualised treatments 
targeted towards a specific disorder (Milton, Craven and Coyle, 2010). My resistance 
could prevent me from appreciating the contributions CBT can make to pluralistic 
practice (Boucher, 2010). Through this essay I attempt to reconcile my professional 
values with using a CBT approach to work with individuals presenting with AN. I 
will argue AN is relational at individual, interpersonal and social levels which is 
compatible with CBT understandings. I will be arguing that recommendations about 
ways to adapt CBT to work with AN are in accordance with counselling psychology’s 
value base which places us in a good position to work with this client group.
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Diagnostic Criteria -  AN in Boxes
The diagnostic criteria for AN have been subject to ongoing debate (e.g. Palmer,
1993; Beaumont, Gamer and Touyz, 1994; Hebebrand and Bulik, 2011). Concerns 
have been raised about the sensitivity of the existing criteria meaning individuals with 
‘subclinical’ AN ‘symptoms’ may not receive intervention when they too are 
suffering (Attia & Roberto, 2009; Thomas, Roberto & Brownell, 2008; Cohen, 2004).
It has also been argued that clients’ presentations rarely fit into one eating disorder 
category; they move between categories over time (Milos, Spindler, Schnyder and 
Fairbum, 2005) and they are often comorbid with other disorders. This suggests that 
dividing in them into subtypes is artificial. In response Fairbum, Copper and 
Shafran’s (2003) seminal work identified common factors across eating disorders and 
proposed a trans-diagnostic treatment approach. Others argue in favour of maintaining 
the specificity (Collier and Treasure, 2004) and further subtypes have been proposed 
to capture varied presentations e.g. non-fat phobic AN (Becker, Thomas, Pike, 2009). 
Therefore criticisms in the literature relate to specificity and generality.
There is potential for diagnostic labels to result in individuals feeling stigmatised or 
singled out as ‘different’ or ‘abnormal’ (Waller et al, 2007; Milton, Craven & Coyle, 
2010). The ways individuals make sense of the label is likely to vary. I have heard 
patients use the label positively, to help them understand their condition as an illness 
rather than thinking of it as their ‘fault’, while others have been concerned about 
solely being defined in terms of the label.
It has been argued that diagnostic categories locate pathology within the individual 
and fail to acknowledge the interplay with their social and interpersonal context 
(Larsson, Brooks & Loewenthal, 2012). Likewise, it has been argued that the 
categories are bound by time, culture and context and reflect prevailing moral and 
cultural norms (Milton, Craven & Coyle, 2010).
As counselling psychologists, we place emphasis on developing a contextualised, 
holistic understanding of clients’ subjective experiences (Milton et al, 2010; 
Strawbridge and Woolfe, 2010). We then have to reconcile this with working in
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medical contexts where diagnostic discourses predominate. In Larsson et al’s (2012) 
recent review of counselling psychology literature pertaining to diagnostic categories, 
they found both attempts to take them on board for ‘pragmatic’ and ‘professional’ 
reasons -  and resistance against them because they conflict with the counselling 
psychology value base and potentially stigmatise clients. As individual practitioners 
we are still left having to find a way forward.
CBT and AN
CBT literature on AN draws a distinction between models of development and 
maintenance. It is understood that the reversal of maintaining mechanisms will lead to 
further advances in treatment (Shaftan & De Silva, 2003).
CBT is underpinned by constructivist philosophical principles (Clark & Beck, 1999) 
and assumes individuals construct their own versions of reality. At first this sounds 
like it places responsibility on the client but CBT models do take into account the 
interplay of early experiences, temperament and environmental factors (social and 
other) in the formation of ‘core beliefs’ about the self, other and the world (Lavender 
& Schmidt, 2006). Lavender and Schmidt (2006) argue that eating disorders develop 
when core beliefs become ‘fused’ with beliefs about controlling food intake and the 
meaning of weight. A number of predisposing factors have been identified in the 
literature, which are broadly concerned with temperamental, biological and familial 
factors and early negative experiences (Fairbum and Harrison, 2003).
Individuals develop dysfunctional assumptions with the aim of preventing the 
potentially devastating impact on their core beliefs (Lavender & Schmidt, 2006). 
Dysfunctional assumptions correspond to the core beliefs they are aiming to 
counteract and are both general and AN specific. Lavender & Schmidt (2006) suggest 
that for people with eating disorders, intermediate beliefs develop around the 
experience, control and expression of emotions. Essentially core beliefs, dysfunctional 
assumptions and negative automatic thoughts become characterised by cognitive 
distortions (Beck 1979). These cognitive templates are then used by individuals to 
interpret and make meaning of their lives and experiences.
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There are a wide range of potential triggers for the onset of AN. Lavender and 
Schmidt (2004) suggest in some cases it is not possible to identify predisposing 
factors or triggers but that the process starts gradually and escalates due to its self- 
reinforcing nature. This account seems removed from the experience and meaning of 
AN to sufferers. CBT models of the maintenance of AN move towards 
conceptualising anorexia as functional to the sufferer (Lavender & Schmidt, 2006; 
Schmidt & Treasure, 2006). Schmidt and Treasure (2006) adopt an evolutionary 
perspective to argue that AN is an adaptive defensive function aimed to reduce social 
threats such as obtaining care from others or maintaining social rank.
AN can be understood in terms of an individual’s relationship to themselves, others 
and the wider world, and CBT models of the maintenance of AN also broadly relate to 
these areas. The account below aims to provide an essence of the experience of AN 
based on my clinical experience and these models, while acknowledging the 
variability of experiences.
Intra-Psychic
Some clients have described a sense of safety from AN as it provides them with a 
clearly defined set of rules. My clients have reported rules including not eating before 
1pm, eating foods in particular orders and dividing foods into safe and unsafe. 
According to Lavender and Schmidt (2006) these rules provide a sense of 
predictability and consistency Tike a dependant friend.’
Individuals often describe how restricting their food intake functions to give them a 
sense of control over themselves and their life. Others seem to describe AN as a loss 
of control whereby they have an AN voice that takes over and governs them.
For some individuals AN provides a sense of achievement, success and confidence 
(Schmidt and Treasure, 2006). For example one patient described how she felt like 
she had succeeded if she got through the day having only eaten an apple. Not 
achieving this would trigger feelings of failure, guilt, shame and despair leading to 
further restriction or purging. Some individuals describe continually making their 
standards higher once they have achieved a particular level of control. For example
43
Academic Dossier
one client described shifting from doing 1,000 sit-ups a day to adding 5,000 star- 
jumps following her main meal.
AN becomes a salient aspect of identity for some, they feel it functions to make them 
feel special and different (Schmidt and Treasure, 2006). As one patient explained 
“who would I be if I didn’t have this?”
Some describe a pre-occupation with checking various parts of their body. For 
example one client described checking if she could feel her hips digging into her 
mattress: if she could she knew everything was okay; if not she felt compelled to 
restrict her eating further. Others closely monitor their weight and often interpret 
minor typical fluctuations as being disastrous. Some individuals avoid checking 
because of the potential distress if scales do not tip in the right direction. Fairbum et al 
(1999) argue that people with AN have confirmatory information processing biases 
that distort information to provide messages that reinforce their concerns. For 
example one client described how she could physically feel “fat landing” on her body 
when she ate. In addition the physiological effects of starvation further reinforce 
restriction such as the threat to self-control posed by hunger (Fairbum et al, 1999; 
Schmidt and Treasure, 2006). According to Schmidt and Treasure (2006) starvation 
leads to a preoccupation with food, thinking about it, stealing it, hording it and 
cooking for others. For some individuals their body image becomes their sole focus 
and they seem to forget the wider context of their life, as one client explained:
“nothing else matters accept that my thighs don’t touch.”
For some, their day becomes structured around restricting their food intake. This 
constant preoccupation along with exhaustion and poor concentration can make it 
difficult for some to work, socialise and maintain relationships.
According to Schmidt and Treasure (2006) AN can function as an avoidance 
mechanism. AN becomes a way of avoiding emotions as processing resources are 
taken up thinking about eating restraint, and are therefore diverted from focusing on 
emotion (Lavender and Schmidt, 2006). This often manifests in emotional numbness, 
as one patient described: “I don’t feel happy, I don’t feel sad, I just don’t feel 
anything.”
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Some feel intense jealously and compare themselves to others. One patient described 
comparing herself to others on the unit and feeling ‘bigger’ than them and hence ; 
undeserving of being there.
For some, AN serves the function of enabling them to relinquish responsibilities. For 
others they avoid the demands of maturity such as engaging in sexual relationships, 
making decisions and leading an independent life.
Interpersonal
AN enables some people to avoid others and feel protected: “it’s like I’m in my own 
little bubble and no one can touch me there,” one patient said. This can become a 
vicious circle, where isolation leads to the use of AN to alleviate distress which leads 
to further isolation.
In the early stages of developing AN some report receiving compliments from others. 
This functions to boosts self-esteem and confidence (Lavender and Schmidt, 2006).
As one client said: “everyone told me I looked great.”
For some AN can be a way of eliciting care and attention from others (Lavender and 
Schmidt, 2006). The responses of those close to the individual may further maintain 
AN. Treasure, Smith and Crane (2007) use animal metaphors to describe the typical 
responses of family members to patients. Rhinoceros symbolises the angry, hostile 
and critical response which can serve to reinforce an individual’s belief in people 
being hostile and can result in retreating further into the illness to create a distance 
from them (Lavender and Schmidt, 2006). Conversely kangaroos feel guilty and 
anxious, overprotecting the sufferer and accommodating the AN. AN can put a strain 
on families and lead to other members feeling neglected. The majority of individuals 
with AN remain dependent on their families into adulthood (Schmidt and Treasure, 
2006).
Therapists may experience the same feelings of frustration and overprotection towards 
the client. For example, I took a client to a supervision session because I felt the need 
to protect her due to her fragility, which had become a barrier to me challenging her
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thoughts and behaviours. Lavender and Treasure (2006) also argue that patients, may 
retreat into their illness as a way of addressing feelings of powerlessness. As they 
note, this also has implications for the therapeutic relationship and emphasise the 
importance of maintaining an egalitarian stance.
Some describe not knowing how to make anyone understand how they feel so a 
function of AN is to embody their distress and convey it to others. As one client 
described: “I don’t think anyone will understand how I feel, it is all so messy I don’t 
think anyone can understand me.” Lavender and Treasure (2006) state that often these 
individuals have problems making their feelings known to others, often having grown 
up in an environment that stifled such expression, and therefore believing it is 
dangerous.
Wider World
As counselling psychologists we consider how wider contexts contribute to our 
client’s distress. AN predominantly effects women (Fairbum and Harrison, 2003). 
While medical discourses explain this in terms of biological factors (Treasure et al, 
1997) feminist perspectives argue AN is a woman’s reaction to societal demands. For 
example Orbach (1993) argues that AN is representative of women conforming to 
societal demands about their appearance; the amount of space taken up in the world; 
and being self-sacrificing -  but also a rebellion against these demands world through 
an extreme assertion of self-control. It is likely that the biological and societal exert a 
combined influence.
While AN has been prevalent throughout history and across different cultures, 
concern about weight and shape was not always the underlying reason for food 
restriction (Lavender & Schmidt, 2006; Schmidt and Treasure, 2006). For this reason 
it has been argued that it is not a core clinical feature of AN, but it is one of many 
motivating factors that could be relevant to an individual (Lavender & Schmidt, 2006; 
Schmidt and Treasure, 2006; Fairbum et al, 1999). Instead over-concem about weight 
and shape is regarded as specific to western cultures due to the socio-cultural value 
placed on dieting and shape (Fairbum et al, 1999).
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The Therapy
Traditionally the goal of CBT for AN was restoring weight to a healthy range 
(Bramford & Mountford, 2007). Through collaborative working, clients are 
encouraged to identify, challenge and modify unrealistic cognitions pertaining to AN 
and behavioural experiments are devised to test them (Bramford and Mountford,
2007; Waller et al, 2007). Homework is set with the aim of encouraging clients to 
become their own therapist. The therapist uses a variety of techniques such as Socratic 
questioning, cognitive restructuring, food diaries, thought records and 
psychoeducation (Bramford and Mountford, 2007; Waller et al, 2007).
One reason this approach may not be effective is the egosyntonic nature of AN 
whereby sufferers defend their behaviours, viewing them as functional, beneficial and 
in accord with their self-beliefs (Waller et al, 2007). This leads to individuals not 
acknowledging the need to change, not complying with treatment and/or relapsing 
(Waller et al, 2007; Schmidt and Treasure, 2006).
Literature on ways to adapt CBT for AN parallels the value base of counselling 
psychology. As counselling psychologists we value individualised case formulation to 
understand the complexity of subjective experience and inform therapeutic 
interventions (Milton, 2010). While formulation has always been an important part of 
CBT, adapted versions advocate a shift from focusing on weight and shape to 
exploring the functions of AN, the impact on quality of life and meta-cognitive beliefs 
about AN (Bramford & Mountford, 2007).
Bamford & Mountford (2007) have proposed ways of adapting CBT to meet the needs 
of complex anorexia. Drawing on other models of practice, they advocate adopting an 
individualised and holistic stance whereby AN is viewed as part of the person not the 
whole person. This moves the focus away from the ‘illness’ and onto encouraging the 
client to lead a ‘meaningful life’ even if AN persists. Interventions are aimed at 
improving quality of life in order to encourage client engagement through considering 
the impact of AN on the client’s whole life as well as symptoms (Bamford & 
Mountford, 2007). It is also proposed there should be more focus on the client’s 
current concerns. This sounds very similar to counselling psychology practice
47
Academic Dossier
whereby we adopt a holistic perspective, focusing on individual meaning-making, and 
working in the here and now.
This is achieved through building a strong therapeutic alliance -  in recognition of the 
difficulties engaging individuals in the process -  to enhance motivation (Bramford 
and Mountford, 2007). The introduction of the task should be well-timed and a joint 
decision should be made depending on client needs -  which is similar to counselling 
psychology’s emphasis on pluralistic and individualised practice.
According to Bramford and Mountford (2007), the client should be treated as the 
expert with respect to their own illness and therapy should provide the opportunity to 
grieve for the losses they have experienced as a result of their illness, and motivate 
them through exploring the impact of AN on their life, as opposed to giving up AN.
The clinician should adopt a curious stance, remain empathie, reflective and non­
directive (Waller et al, 2007). Therapists should aim to normalise the clients concerns, 
providing appropriate reassurance and contain and facilitate the expression of 
emotions (Bramford and Mountford, 2007). The therapist needs to engage the client 
and explore individual meaning of AN to them, the functions it serves and pro­
anorexic beliefs (Bramford and Mountford, 2007).
Conclusions
Overall it appears the values underpinning counselling psychology have much to offer 
in working with those we label as ‘anorexic.’ The literature on how to adapt 
traditional CBT to work with this group advocates understanding and working with 
clients in a way that is akin to counselling psychology practice.
This involves adopting a holistic perspective that explores individual meaning-making 
and phenomenological experiences using the therapeutic relationship as our main 
intervention. This affords us the opportunity to understand clients as individuals as 
opposed to using techniques to make them ‘do’ something that serves a valued 
function for them. So as I grapple with getting to grips with various techniques, I am 
reminded that my existing value base equips me with the skills I need to work with
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my clients towards bringing about change. The techniques of CBT can supplement 
this, but not replace it. As Boucher (2010) argues, CBT can be understood and applied 
on continuum from the prescriptive and the directive, to being used to offer an 
individualistic understanding of our clients, and should be applied in accordance with 
our humanistic values.
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Introduction to the Therapeutic Practice Dossier
This dossier includes a summary of the three placements I completed during the 
course of my training. The summaries include a description of the client groups I 
worked with, the context of practice, supervisory arrangements, the therapeutic 
modalities informing my work and additional placement activities. The dossier also 
includes my final clinical paper, which provides an account of my personal and 
professional development over the three years and how I envisage my identity as a 
counselling psychologist in the future.
I wrote two combined client studies/process reports on different clients I saw for 
individual therapy in each of the three placements. This enabled me to evaluate my 
practice and identify areas of learning and further development. Each report provided 
me the opportunity for demonstrating my ability to apply theory and research in order 
reach a psychological understanding of my clients and make theory to practice links. 
In addition, the reports encouraged me to explore the therapeutic process and adopt a 
reflexive stance to my work. During each placement, I also kept log books in which to 
document my client work and placement activity, which are part of the appendices 
that are available to the exam board.
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Description of Clinical Placements 
First Year Placement: NHS-based Charity for Those Affected by Cancer
October 2011 -  August 2012
This placement was in a charity that offers care and support to those affected by 
cancer. The charity operates within an NHS foundation trust and provides 
psychological support, support groups, complementary therapy, benefits advice and 
information about cancer. In addition, the charity funds research pertaining to the 
support and care of people with cancer. The charity is funded through donations, 
legacies and grants, and all services are provided free of charge. The placement was in 
the psychological support services team.
The head of the psychological support services team was a consultant clinical 
psychologist. Other team members were two clinical psychologists, one counselling 
psychologist, three counsellors and two psychotherapists. In addition, a consultant 
psychiatrist ran a weekly clinic for clients requiring psychopharmacological 
treatment. During the time I was placed at the charity, there were also two trainee 
clinical psychologists, two trainee existential therapists and one trainee transpersonal 
therapist. There was a diverse range of theoretical approaches practiced within the 
team, including person-centred, psychodynamic, existential and cognitive behavioural 
therapy.
My practice was primarily informed by the person-centred approach, but also drew on 
existential theory and concepts. Through this I developed the skills to work using 
Roger’s core-conditions and gained an understanding of how they facilitate change.
I received weekly individual supervision from a chartered counselling psychologist. In 
addition, I attended the team’s peer supervision meetings and had the opportunity to 
present one of my clients to the team. This enabled me to utilise the expertise within 
the team and draw on the perspectives offered by practitioners from different 
orientations. I also gained experience in presenting a client in this context and of 
delivering my perspective on other team members’ cases.
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The psychological support services team had weekly referral meetings where 
incoming referrals were allocated to team members for psychological assessment. 
Following assessment, the referrals were reallocated at the meeting to a member of 
the team for psychological therapy. Over the course of the placement, I attended 
several of the meetings. This enabled me to gain an understanding of how the team 
worked together to allocate cases. Additionally, I also gained an overview of the range 
of cases the service deals with.
The length of the therapeutic contract was not predetermined; clinicians were given 
the freedom to decide this based on the individual needs and circumstances of the 
client. I did a blend of longer-term (six to eight months) and short-term work. 
Typically, clients were offered weekly 50-minute sessions.
The client group consisted of those who were suffering from a wide range of different 
types of cancer and were at various stages of the illness, from initial diagnosis, treatment 
to post-treatment. Psychological support was provided to inpatients and outpatients as 
well as their carer’s, partners, families and those who had suffered cancer related 
bereavements. Referrals to the service were typically made by clinical teams within the 
trust; alternatively, individuals could self-refer by contacting the service directly.
I had the opportunity to work with a diverse range of clients, including inpatients and 
outpatients, those at various stages of their illness and who suffered from a range of 
different types of cancer. I also worked with carers and bereaved clients. They were 
from a diverse range of ethnic backgrounds and socio-economic groups.
All members of the psychological support services team work in a multidisciplinary 
context with other clinical staff involved in the care of the patients. This included nurses, 
doctors and speech therapists. While on placement, I had the opportunity to attend a 
number of multidisciplinary team meetings. This enabled me to gain an understanding 
of the importance and value of a multidisciplinary approach in this context. It allowed 
me to gain input from other professionals and to see how psychological support fits into 
wider patient care. In addition, it gave me the opportunity to see how patients were 
referred to the service by the wider multidisciplinary team and I saw how our team 
made onward referrals to other professionals.
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I had the opportunity to observe one of the clinical psychologists assess some 
inpatients on the ward. This gave me an understanding of how to conduct assessments 
in this specific context.
In addition to my individual client work, I also helped facilitate support groups. The 
support groups are for a wide number of different types of cancer and offer a way for 
sufferers to meet in a relaxed atmosphere to provide information, and gain mutual 
support. I was given the opportunity to attend a two-day support group facilitator 
training course while on placement. This equipped me with the skills to act as a 
facilitator, showed me how different health care professionals come together to utilise 
their knowledge and enabled me to understand my role in that context.
During this time, I wrote two combined client study/process reports on different 
clients I had seen for individual therapy. In addition, I kept a log book of all the work 
I undertook, including individual and group work and other placement activities and 
observational opportunities. These form part of the appendices that are available to the 
external exam board.
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Second Year Placement: The Children’s Therapy Service in a Domestic Violence
Charity
September 2011 -  August 2012
This placement was in a service that offers therapy to children who have been affected 
by domestic violence. Therapy is offered free of charge to children and young people 
aged between three and seventeen. It is part of a wider charitable organisation that was 
established to help stop domestic violence perpetrated by men against women and 
minimise the damage caused to women, children and families. The charity also runs a 
support service for women who have experienced domestic violence, parenting 
programmes and a violence prevention programme for male perpetrators. In addition, 
they offer supervised contact and a support service for abusive young people. The 
charity is funded through grants and charitable donations.
The children’s therapy service was led by a chartered counselling psychologist. The 
rest of the team consisted of another chartered counselling psychologist, five trainee 
counselling psychologists and a team administrator. The team work closely with social 
services, schools and other organisations on a case by case basis and in accordance with 
the responsibilities set out in the Children’s Act 2004.
Referrals were typically made by social services or through direct contact by the child’s 
primary caregiver. Before referrals were accepted, the child’s primary caregiver was 
required to undergo an assessment. Referrals were not accepted if the child’s 
environment was deemed to be unstable; for example, if the perpetrator was residing in 
the family home. My experience in this context taught me an understanding of multi­
agency involvement in my cases and the importance of multidisciplinary collaborative 
working where child protection legislation is concerned.
During my time on placement, I had the opportunity to observe an assessment and write 
an assessment report. This reemphasised the importance of considering my clients in 
relation to systemic and contextual factors.
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Initially, clients were offered a contract of weekly 50-minute sessions over a five month 
period with the possibility of an extension. Therapy took place in individual playrooms 
containing a variety of play equipment and arts and craft materials. For one day of the 
week, I practised in a playroom located at the service's main centre; for another day, I 
practised from a playroom at an outreach location.
In accordance with the overarching theoretical orientation of the service, my practice 
was child-centred and heavily informed by the psychodynamic approach, and I 
incorporated play therapy and creative arts. I worked with children ranging in ages from 
three to twelve, who were diverse in terms of ethnic background and gender.
I had weekly individual supervision with a chartered counselling psychologist. In 
addition, I attended monthly peer supervision with other trainees who were in the same 
placement, which provided emotional support and allowed us to pool creative ways of 
working and being able to learn from each other.
I was responsible for writing discharge reports for all of my clients, which involved 
making recommendations for further therapeutic work if required.
Prior to commencing the placement, I attended a two day induction training programme. 
This provided a foundation for understanding this highly legislative context. It also 
provided me with an introduction to the dynamics of domestic violence and how they 
can manifest in the therapy room.
I contributed to making both locations I worked in more child friendly by attending 
meetings and painting pictures. This reemphasised the importance of considering the 
client's physical view of the therapeutic space.
During this time, I wrote two combined client study/process reports on different 
clients who I saw for individual therapy. In addition, I kept a log book of all the work 
I undertook, including individual and group work and other placement activities, and 
observational opportunities. These form part of the appendices that are available to the 
external exam board.
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Third Year Placement: Inpatient Eating Disorders Unit
November 2012 -  August 2013
My final year placement was in an inpatient eating disorders unit, which is part of the 
services provided by an NHS foundation trust. The unit consisted of 18 beds and was 
for females only. In order to be eligible for admission, individuals had be over 18 
years old, have a body mass index of under 15 (unless they had unstable biochemistry 
such as diabetes), meet diagnostic criteria for anorexia nervosa and related conditions, 
have a low weight, and be in need of re-feeding and/or having physical complications 
associated with weight loss. Both formal and informal admissions were accepted and 
the unit accepted local and national patients. Referrals were typically made by 
consultant psychiatrists and GP consortia. The length of admission varied based on 
the individual needs of the patients, but was typically from one to six months. The 
unit offers individual, group and family based interventions, nutritional support and 
occupational therapy.
The placement was within the psychology team, which was led by a consultant 
clinical psychologist. The rest of the psychology team consisted of a principle clinical 
psychologist, two chartered counselling psychologists, an assistant psychologist and 
two trainee psychologists. The cognitive behavioural model was the overarching 
therapeutic modality for the team, although team members also drew on other 
approaches to inform their practice, such as person-centred, motivational interviewing 
and psychodynamic theory.
The unit was heavily involved in research concerning treatment development and 
provides evidence-based interventions. My individual work predominantly involved 
delivering manualised interventions informed by the cognitive behavioural model, 
although I was supported in practising as a counselling psychologist and thus drew on 
person-centred and psychodynamic theory. I gained the experience of adopting a 
motivational stance to my work, given that patients were often resistant and difficult 
to engage.
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The patients I worked with varied in terms of age, socio-economic status, anorexia 
subtype and the nature of their presenting problems. Some were diagnosed with co- 
morbid disorders such as depression, social anxiety and obsessive compulsive 
disorder.
I had the opportunity to co-conduct an assessment, which enabled me to develop an 
understanding of how to conduct an assessment in this context, the relevant 
information to ascertain from this patient group and how to start developing a 
collaborative formulation with patients.
In addition to my individual work, I also co-conducted weekly group therapy sessions 
with my supervisor, which consisted of eight to twelve patients. The groups were 
manualised and concerned various facets of eating disorder pathology. As I 
progressed in the placement, I was given the responsibility of leading the group, 
which allowed me to develop my skills and confidence in delivering interventions in 
this mode of working.
I received individual supervision from a chartered counselling psychologist. In 
addition, I attended group CBT supervision every two weeks, which was led by the 
principle counselling psychologist and was open to all members of the 
multidisciplinary team. This provided a forum for gaining information about some of 
my patients from multiple perspectives and to develop a richer understanding of my 
patients. It also enabled me to gain experience in developing CBT formulations and 
provided an opportunity to interact with the wider multidisciplinary team.
This placement involved working as part of a multidisciplinary team that consisted of 
consultant psychiatrists, nurses, social workers, occupational therapists, family 
therapists, doctors, health care assistants, dieticians and administrative staff. The 
director of the unit was a consultant psychiatrist. Through this, I developed my 
understanding of the importance of information sharing for ensuring patient wellbeing 
and having a holistic approach to care. I gained experience in communicating with 
various members of the team and drawing on support from the team as necessary.
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I was required to attend ward rounds and CPA’s for my patients so as to share 
information about their progress, be updated on my patients’ progress by other 
members of the multidisciplinary team and evaluate the goals for the remainder of the 
patients’ admissions. The patient, their carer/s and members of the multidisciplinary 
team were typically present. This enabled me to gain experience and develop 
confidence in providing feedback on patients in this context in a manner appropriate 
for all the parties involved.
I attended weekly community group meetings that all patients are required to attend. 
The meeting gave patients the opportunity to raise any issues that are relevant to the 
community on the ward as a whole. This enabled me to maintain an awareness of the 
contextual demands of being in this setting that were impacting on the patients at any 
given time. In addition, I gained experience of supporting patients if they were 
distressed during the meeting. I also attended weekly psychology team meetings 
where I was able to provide feedback on my individual patient work. This enabled me 
to obtain support from other team members and maintain an awareness of the 
individual work taking place within the wider team. It enabled me to develop the 
skills to provide progress updates on my patients in this context.
I had the opportunity to attend two workshops. One concerned Cognitive Remediation 
Therapy. This gave me an understanding of the empirical basis of this approach and 
the evidence for supporting its effectiveness. In addition, it enabled me to develop the 
skills needed to deliver the intervention, hear case studies and draw on the knowledge 
of eating disorder experts from around the world. Attending the workshop greatly 
assisted my ability for delivering the intervention effectively. The second workshop I 
attended concerned emotion focused family therapy for patients with eating disorders. 
This developed my knowledge of family based interventions.
In addition, I attended a training session regarding working with patients who over­
exercise, which was run by the unit's principle clinical psychologists. This provided 
me with an understanding of cognitive behavioural models of excessive exercising in 
eating disorders and equipped me with the skills to work with patients who over­
exercise.
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I was responsible for writing psychology discharge reports for all of my individual 
patients. This enabled me to evaluate and convey my patient work in an 
understandable form and draw out recommendations for further therapeutic work. For 
all individual and group work, I was required to ask patients to complete self-report 
measures for research purposes. These measures included the work and social 
adjustment scale, the social anhedonia scale and the cognitive flexibility scale.
I wrote two combined patient study/process reports on different patients I saw for 
individual therapy. In addition, I kept a log book of all the work that I undertook, 
including individual and group work and other placement activities and observational 
opportunities. These form part of the appendices that are available to the external 
exam board.
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Final Clinical Paper: Mirrors, Scales and Maps 
Introduction
I associate the metaphors I have chosen for the title of this paper with what brought 
me to counselling psychology and my journey through training. In doing this my 
intention is not to underplay the richness of my learning experiences, but to express 
those aspects that have been the most pertinent to my development as a practitioner. 
Through the process of writing this paper I have discovered that the most powerful 
learning experiences are those aspects of engaging with academic and clinical 
material that have held a mirror up to myself and encouraged self-reflection. I am 
reminded of the words of Carl Jung, that “knowing your own darkness is the best 
method of dealing with darknesses of other people” (cited in Allen 2008, p. 130). 
Through my clinical work, I have developed trust in the therapeutic relationship as a 
vehicle for change though a process that is inter-subjective and co-created by client 
and therapist. Recognising myself as active in the process has made this self- 
discovery fundamental to grounding my practice, and it has been transformative to me 
as a person. I understand this as a process of building trust in myself to be ‘real’ as a 
practitioner as Yalom (2002) puts it, and to use myself to understand what is going on 
in the therapeutic relationship. Therefore, hopefully through reading this paper you 
will come away with a sense of me as practitioner and a person. This paper starts with 
my reflections on what led me here in order to contextualise my practice. I then 
provide an account of the key themes across my professional and personal 
development.
Finding My Way Here
A mirror reflecting on the past, a map to guide me here and an early appreciation of 
the scales of justice are all salient to what brought me to counselling psychology. 
Reflecting on the past, I am taken back to the school playground where it did not feel 
like the scales of justice were tipped in my favour. As a second generation British 
Indian growing up in a predominantly white British area, I was subject to racist 
bullying for being different. This happened at school and at home as it was also 
subject to attack. This is where I first started to become aware that we live in an unjust
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world where the socio-political context and power dynamics were fundamental to 
shaping our experiences and ultimately who we are. As Skinner (1948, p.95) said 
“society attacks early when the individual is helpless”, and the scars of these 
invalidating experiences have remained into adulthood.
While I feel anger that such inequalities exist on a societal level, it is the impact on 
the individual that I became interested in, invariably because of the wounds that I 
carry. Unfortunately life is not fair but I have strong belief in equal treatment and 
opportunities. It is difficult for some individuals to unleash a sense of mastery over 
their inner life, and I strongly believe that it is everyone's right to receive the 
necessary support to enable them to be autonomous.
I went on to read psychology at university. I knew I always wanted to be a therapist 
but I also developed an interest in research as it appealed to my curiosity. This along 
with increasing emphasis on the scientist-practitioner model in the applied fields of 
psychology led me to complete an MSc in psychological research methodology. By 
the end of this, I started to feel there had to be more to life than studying and I was 
keen to go out into the world and live a little. I worked as a researcher for an NHS 
arm’s-length body and lived a lot along the way. It was around the age of 27 years 
that I experienced some kind of personal crisis. I became unsure of who I was or what 
I was doing with my life. This motivated me to enter personal therapy. The focus of 
this work became developing a solid sense of identity, integrating being Indian with 
being British and re-discovering who I was and what I wanted. Through this process I 
realised how far away I veered from pursuing my goal of being a therapist. With a 
more solid sense of who I was, I began to get my career back on track. It feels like I 
have taken a long route using my personal map, but I know it is one I needed to take.
I was drawn to counselling psychology as the values underpinning it are congruent 
with my wider moral and socio-political beliefs, a central aspect of which is my belief 
in equality, personal autonomy and choice. It recognises the importance of 
understanding the individual in context and is sensitive to the influence of socio­
political factors in shaping subjective experience. The pluralistic stance of counselling 
psychology values the contribution made by diversity and multiple perspectives which 
gives it a sense of acceptance that I found appealing. Given counselling psychology is
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firmly grounded in the scientist-practitioner model, it also allowed me to continue to 
pursue my research career. Over the course of my training I have had the opportunity 
to pursue my research interest which was about racism in the therapeutic relationship. 
The process of engaging with a topic that transcended my personal and professional 
life has undoubtedly brought up a great deal of material for self-reflection. My 
personal reflections on this process have been addressed in the reflections on the use 
of self section of each research report, therefore I have not addressed them in detail in 
this paper. Please refer to the research dossier for these reflections.
Theory: From Feeling Constrained to a Useful Map
Over the course of my training I have come to view theory as a map. It gives you 
direction, but sometimes you can discover the most interesting places by being 
flexible with it. It is surprising that when I was first faced with making theory to 
practice links in first year I felt so constrained by it. According to Rogerian person- 
centred theory all that is necessary (and sufficient) to bring about psychotherapeutic 
change is the development of an interpersonal relationship between client and 
counsellor (Meams & Thome, 2007) characterised by the counsellor's genuineness 
(congruence), unconditional positive regard and empathy for the client, and the client 
perceiving their presence (Wilkins, 2003). Given it is about a way of ‘being’ in 
relation to the other and not ‘doing’ one would think you would not feel pressure to 
do anything! On reflection it was not the theory that I found difficult to grasp, but my 
own perfectionist traits, that led me to seek a ‘perfect’ way I should be applying the 
theory. I found myself over-thinking before I made interventions to the point where it 
was debilitating. I was fortunate to have a supportive and containing supervisor and 
could voice my concerns about practicing in accordance with the model. She 
encouraged me to trust my instincts and move towards being authentic as opposed to 
rigidly applying theory. I started to play around with creative ways of working such as 
letter writing. Theory became a guide to my practice as opposed to a prescriptive 
rulebook. This enabled me to better respond to my clients’ subjective experiences and 
use alternative ways of encouraging emotional expression based on their individual 
needs.
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I built on this learning in my second year, as working with children through the 
medium of play lent itself to it. My practice drew on the understanding that I gained 
from theory; particularly attachment theory (Bowlby, 1988), object-relations theory 
(Klein, 1946; Winnicott, 1956), the concepts of containing (Bion, 1962) and holding 
(Winnicott, 1956), and mentalization based therapy (Fonagy and Target, 1998). 
However using my creativity was often essential to engage children in the process.
For example, when working with Jake2 (see later section) most of my interventions 
were made through an elephant puppet: Mr Elephant became the therapist. I found 
working with children freed up my practice and allowed me to use my intuition and 
spontaneity to respond to the unique needs of my clients as therapy unfolds in the 
moment. Winnicott’s (1964) concept of ‘the good enough mother’ helped me 
understand that I do not need to strive to be the perfect therapist, I could be ‘good 
enough.’ I enjoyed this work very much, and I found it fascinating to make 
interpretations using the symbolic quality of play (Alvez and Philips, 1998) and 
working with transference and counter-transference.
This period led to self-exploration about my childhood and early relationships. This 
was a painful process as I came to understand my own attachment style and my 
enmeshed relationship with my parents. I learnt how this often led to me feeling 
anxiety that was not mine as there was no clear sense of boundaries between self and 
other. This process coincided with the time when I met my boyfriend. It felt like I was 
simultaneously reflecting on my past relational dynamics and seeing how they were 
being played out in my adult relationships. At times this was overwhelming. I felt as 
though I was in a mirrored room and every which way I turned was providing me with 
some reflection of these dynamics. Personal therapy and supervision were invaluable 
and I came out of this period with self-knowledge that has helped me professionally 
and personally. It also enabled me to feel self-compassion and forgiveness, as Jung 
(1933, p240) said: “we cannot change anything unless we accept it.” I feel that 
understanding how my past experiences played out in the present enabled me to better 
understand these processes in my clients. It has also increased my awareness of what I 
might bring to the therapeutic relationship and enables me to consider how this may 
relate to the therapeutic process in my clinical work.
2 All names and identifying data have been changed to ensure client confidentiality.
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I went into my Cognitive Behavioural Therapy (CBT) placement in an inpatient 
eating disorders unit, curious about whether I could use creative ways of working to 
engage clients in therapeutic work given this group are often not motivated to change. 
On my first day I was handed two manuals with prescriptive instructions on how to 
‘do’ therapy. As I started to work with my first few clients I felt like my creativity 
was going, and I was fixated on trying to remember what was in the manual. It was 
my first introduction to CBT and using treatment manuals, which I found restrictive. I 
became critical of CBT and unsure if it helped. Bringing this to supervision was 
helpful and I learnt to build flexibility into the interventions and to individualise them. 
My supervisor provided useful suggestions such as introducing chair work or doing 
sessions outside, which enabled me to find my own ways. My essay on understanding 
human distress also enabled me to grapple with the dilemmas of using CBT as a 
counselling psychologist. I learnt that a more detailed map does not mean I cannot use 
it flexibly. I appreciate the contribution CBT can make and the spectrum of ways it 
can be delivered (Boucher, 2011).
Working in an inpatient eating disorders unit with highly perfectionist, rigid clients 
also brought these traits to the forefront in me again. I used personal therapy to reflect 
on the impact this had on my work, such as limiting my ability to think in sessions 
and becoming overly anxious about delivering interventions perfectly. I also used my 
learning from second year to think about the relational dynamics between me and my 
clients. This emphasised my belief in the pluralistic stance of counselling psychology 
as I do not need to abandon my knowledge from one modality to work in another.
This allows for a richer understanding of my clients and enables me to draw on my 
knowledge in response to the individual needs of the client.
Finding the Way: Developing Trust
Alongside learning how to use theory I built trust in the therapeutic relationship and 
process to bring about change. This did not come straightaway but I noticed a shift 
when I let go of what thought I should be ‘doing’ and focused on ‘being’ with my 
clients. In first year I worked with Mrs Reed, a young woman who had undergone 
treatment for breast cancer (see appendix). She was in emotional turmoil and 
struggled to make sense of her experience having been brought in touch with the
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existential reality of mortality. Renegotiating her femininity having had a mastectomy 
was also difficult, and she cried through most of our early sessions. I sat with her 
through her pain, genuinely tried to understand and be supportive and validating. 
Gradually I saw her use our relationship to find her own way through her suffering 
and come to terms with her losses. As Rogers (1961, p. 11) said, “it is the client who 
knows what hurts, what directions to go, what problems are crucial, what experiences 
are deeply buried”, so mine was a process of developing trust in the relationship, the 
process and the client.
There were still times when I doubted whether I could help enough, but then I would 
get a client who reminded me to trust in the process. Jake was a three year old boy 
who suffered physical violence perpetrated against him by his father. In our first few 
sessions I could not keep him in the therapy room as he suffered from separation 
anxiety from his mother and ran around the centre causing havoc. His emotional 
regulation was poor, he was aggressive, his speech was delayed, he struggled to 
regulate his levels of arousal and would become dissociated when distressed. I was 
overwhelmed and unsure how I could help. With the support of my supervisor I made 
small adjustments to therapeutic frame. I focused on the relationship and provided a 
secure base, and a holding environment that enabled him to process his experiences. 
By the end of therapy he remained in the room for the entire session, he was better 
able to regulate his level of arousal, his emotional regulation improved and his speech 
had improved. Therapy was not about talking, it was about providing a safe, holding 
relationship where he could convey his unbearable feelings through play, and I could 
contain them and deliver them back in a more acceptable form. I will never forget 
Jake and what he taught me about trusting in the process.
Maps: Boundaries
Maps also denote boundaries. Throughout my training my ability to maintain 
boundaries has been challenged in various ways. This relates to my ability to maintain 
the therapeutic frame and my psychological boundaries. This coincided with learning 
how a lack of boundaries has shaped my life experiences.
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My ability to maintain the therapeutic frame was challenged by children in a number 
of ways including running out of the room, setting off alarms, damaging equipment, 
refusing to leave the room at the end of sessions, and trying to take things out of the 
therapy room. Body boundaries were also tested such as when a child grabbed my 
breast during a session (see Appendix). It was challenging to process this incident and 
I was fortunate to have a supportive supervisor who validated my experience. I was 
concerned about the child’s welfare and about whether I had done enough to keep him 
safe. In our next session I re-irritated the boundaries whilst being mindful of not 
shaming him. In third year practicing in an inpatient unit involved having contact with 
clients outside of sessions. I found this challenging and used supervision to help 
navigate being flexible whilst ensuring I was practising ethically.
While I faced challenges maintaining my psychological boundaries all through my 
training, in third year it was the most intense. Two months into the placement I was 
flooded with anxiety, and I doubted whether I had it in me to continue. Each week 
became overshadowed with anxiety about going in; it was reminiscent of the anxiety I 
felt as a child when my mum dropped me off at school and I knew I was going to be 
bullied. I was unsure what was going on and became self-critical, attributing the 
anxiety to myself and my incompetence at not containing it. This was reinforced by 
my supervisor who came across as critical and unsupportive. I felt like I was failing 
my clients as I could just about get through sessions let alone be fully present in 
therapeutic relationship.
It was through my growing ability to be a reflective-practitioner and personal therapy 
that I could stand back and see what was going on. There were multiple factors at play 
which have been described in other sections of this paper. I have drawn it out here 
because it was through re-establishing the boundaries between me and my clients, the 
context and my supervisor that I was able to stabilise myself and carry on. I started to 
recognise it as a familiar pattern of owning anxiety that was not mine. This experience 
re-emphasised the importance of having boundaries between self and other both in 
terms of my ability to practice and for my own psychological wellbeing. As Rogers 
(1961, p52) states, “when I can freely feel this strength of being a separate person, 
then I find that I can let myself go much more deeply in understanding and accepting 
him because I am not fearful of losing myself.” After I reached this understanding, I
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no longer felt such intense anxiety about going to placement. I was once again able to 
be fully present in my clinical work, and I found a way of working with my 
supervisor.
Scales of Justice: Context
Finding the context challenging in third year made me understand how it can impact 
on practice. There were several facets of the context I found difficult. This included 
the physical setting and a sense that care was not holistic. It was my first exposure to 
working with clients who were diagnosed with a ‘mental disorder’, and it encouraged 
me to question where I stood on this. I had to remind myself that it was a hospital and 
the clients were dangerously underweight, but the focus not being on overall 
wellbeing and supporting the client’s autonomy jarred with me. It has raised ethical 
dilemmas within me that I continue to grapple with. It contrasted with the medical 
context of my first year placement which felt supportive and nurturing and enabled 
me to feel held in my work. This led me to reflect on socio-cultural attitudes towards 
psychological compared to physical wellbeing.
The ethical dilemmas I have faced have tested my values, beliefs and morals. Some 
have required me to decide where I stand and seek support to make difficult decisions. 
The scales of justice have been relevant on several occasions. For example in first 
year I saw Mrs Edwards, an inpatient who was suffering from terminal cancer. Her 
visa had expired, so she was in England illegally. She had fled from a life threatening 
situation in her home country, and here she was homeless and alone. Therapy sessions 
were conducted at her bedside. She was anxious, isolated, in severe pain and scared. 
She would clutch my hand and be thankful for each visit. Mrs Edwards' case caused a 
divide in the team about whether we should be offering her therapy given her illegal 
status. From my perspective the scales of justice were against her, and I found it hard 
to understand how any human being could be refused support when in such distress. I 
was fortunate my supervisor shared my perspective and I could continue working with 
Mrs Edwards until she was discharged. We involved other departments in the hospital 
to help with her visa and arrange accommodation for when she was discharged. I 
learned a great deal from my supervisor about multidisciplinary working to improve 
client wellbeing, and I see this as a responsibility now.
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Resilience and Self-Care Through Rough Terrains
The client groups I worked with through my training have tested my personal 
resilience. Through this process I have learnt about my reactions to human distress 
and built on my resilience to tolerate sitting with it. I was reminded about the 
importance of therapist self-care through several experiences, and maybe I had to get 
a bit battered along a challenging route to learn what I have. Reflecting on my 
x placements, I can identify two themes across them which posed the greatest 
challenges to my resilience: the scales of justice and the body.
I would describe the client groups I worked with across all three years as being in a 
state of relational powerlessness with the scales of justice tipped against them. 
Whether this was in relation to cancer invading their body or that of loved one, a child 
in a position of vulnerability in relation to an adult who was supposed to be in a 
position of responsibility, or women in relation to the anorexic bully within. It is 
through this that I have understood humans as relational beings (Milton, 2010). Each 
year this put me in touch with power imbalances, the injustice in the world and the 
human distress that results.
Working with cancer patients put me in touch with my own existential issues, 
particularly when working with clients who were close to my own age such as Mrs 
Reed, and I had to accept that cancer could happen to anyone. My second year 
placement working with child victims of domestic violence was marked by sadness 
and disbelief about what some of my clients went through. The abuse of power by 
adults against a child horrified me. I built up resilience through tolerating my clients’ 
projections where I was placed in the position of victim, perpetrator and observer 
(Ney and Peters, 1995). I was reliving the abusive situations with them and, placed in 
- these different roles through the narrative of their play, I was also brought back in 
touch with my experiences of being in an abusive relationship which I had to process 
in personal therapy. In third year I witnessed women tormented by the internal 
anorexic bully. This brought me back in touch with my experience of being bullied, as 
well as my own body dissatisfaction. Through helping them face their own internal 
bully I came to face mine.
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The physical body was involved in the distress experienced by all of the client groups, 
which made me aware of my body in the therapeutic relationship. I have witnessed 
some distressing things from tumours, surgical scars, missing limbs, people receiving 
chemotherapy, people post-surgery, clear signs of neglect in children, and young 
women so thin that you can count every single rib. I have been affected by every 
single one, and I have learnt that it is okay and sometimes helpful to be affected by it.
As I have progressed through my placements Thave had to make sense of the physical 
reactions I had during my clinical work. For example when working with the children 
I often felt exhausted, sometimes physically sick, or like I was being punched. Other 
responses seemed more extreme such as having two cancer scares after my first year 
placement and losing a visible amount of weight during my third year placement. I 
was left trying to understand as it seemed too close to be a coincidence. The cancer 
scares in particular made me realise we are never that far from being in our client’s 
position. I was scared and unsure what it meant about my ability to self-care, my 
robustness, my ability to work in this profession, and my ability to maintain a sense of 
separateness from my clients. I was unsure if it was vicarious trauma or a valuable 
source of information that I can somehow use in my clinical work. In second year I 
began to realise that I had to acknowledge and understand it. I was surprised when my 
supervisor asked me if I get skin rashes sometimes after working with clients (which I 
do), and I was reassured when she shared that she did too. This encouraged me to 
bring it up when presenting a client in group supervision at university and I was 
directed towards the literature on somatic-countertransference which was a valuable 
source of information (e.g. Orbach, 2004).
I also noticed how clients used my body in the relationship, such as the child who 
grabbed my breast, or Mrs Edwards who grabbed my hand and put it on her 
mastectomy scar. I have also had experiences where clients have looked at my body 
and evaluated it, for example Mrs Reed who negatively evaluated herself in relation to 
my body or some of my anorexic clients who I felt were looking critically at my body. 
Self-care was made important through these experiences and I have found it easier to 
accept support from others as my training has progressed. Supervision and personal 
therapy has at times been invaluable and peer support was something that I drew a lot 
of strength from.
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Mirrors: Exposure
Mirrors are exposing which in turn brings me to my fear of speaking in groups. At the 
beginning of the course I knew it was an area I needed to address and I thought I just 
needed to ‘get over it’ by exposing myself to situations that required me to speak in 
groups without understanding it in any meaningful way.
I followed this logic in first year and really, tried to speak in class where I could. I put 
myself forward to do a therapy demonstration with one of the lecturers. The session 
took a course that I had not anticipated and I was left feeling exposed. I found this 
experience difficult to recover from and began to retreat into the familiarity of 
avoidance. On placement I was transparent with my supervisor about my fear and she 
was supportive when we ran groups. With her encouragement I presented a client to 
the team in group supervision. I got through this and understood my fear was driven 
by lack confidence as opposed to ability. This was further highlighted in my first year 
viva where I was given feedback to work on building confidence.
I would describe second year as a year of gaining a deeper understanding of the 
developmental roots of my fears through engaging with psychodynamic theory, but 
experiences with a client and my therapist brought my fears to the forefront again. 
Prior to a session with Alice, I had been talking to my therapist about my fear of 
public speaking. During Alice’s session, she started an imaginative play game 
whereby a stuffed animal had lost its voice and it was our job to find it and make it a 
get well soon card. There were other similar situations throughout our relationship and 
Alice too spoke about her problems with public speaking. There were various ways I 
tried to understand this, such as the Jungian concept of synchronicity, coincidence, 
something transpersonal, or whether I had let my material infiltrate the process, either 
way I knew it still needed attention.
Around the same time my therapist came to university to teach us for a one off class. 
The dual relationship was challenging, and in a therapy session that followed he made 
a careless remark comparing me to the rest of the group. I felt inferior, defensive and 
as if he had not heard me over the course of our work together. He was absent for a 
few weeks after this, and I felt rage towards him. I turned on the television one day
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and to my shock he was on a popular programme showcasing his hobby. My rage 
intensified further for him invading my home. Our session that followed turned out to 
be reparative as I expressed my anger and he accepted responsibility. I felt as though I 
had something to learn from the risk he took by going on television.
Towards the end of second year I felt I understood enough about my avoidance and it 
was time to take action. I chose my third year placement with this in mind as it 
involved participating in multidisciplinary team work, ward rounds and co-conducting 
therapy groups. I pushed myself through regardless of feeling like I wanted to avoid 
but my supervisor still felt I was not making sufficient progress and was often critical. 
Strangely it felt like her lack of confidence in me motivated me to tackle the issue and 
push myself forward in groups. While it is still anxiety provoking, I am trying and 
learning to be less critical of any mistakes. This is still new to me and it was only 
recently that I felt authentically myself while running a group.
Losing my way and finding it again
Following my viva I was asked to submit a revised version of my portfolio. In honesty 
I was devastated that I had not yet passed. It took some time and self-reflection to 
understand what happened, come to terms with it and take responsibility for it. The 
year that followed was challenging without the structure of fully being in training and 
the support of colleagues. I started to seek support from alternative sources and 
attended some of the Division of Counselling Psychology networking and special 
interest groups. They proved to be an invaluable source of learning and support and 
helped me to continue to feel linked in with the profession. Being surrounded by 
inspiring professionals, further reinforced my commitment to the values of the 
profession and encouraged me to continue to be determined in working towards my 
goal of being a counselling psychologist. I took away a lot of learning from the year, 
particularly in relation to my research (see Reflections on the use o f self in research 
report two) but also about the importance of critical thinking. Through having the 
space to articulate my critique of the models that have informed my practice, I came 
to realise that critical thinking fuels change, progression and strengthens our practice.
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A Looking Glass Towards the Future
Through the course of my training I have engaged with three contrasting therapeutic 
modalities, contexts and client groups. But how do I reconcile this diverse range of 
experiences to situate myself as a counselling psychologist now?
My experiences across training have reaffirmed my belief in adopting a pluralistic 
approach to practice and taught me what it means work in this way. Now I feel I can 
describe myself as a pluralistic practitioner. Through engaging with different 
theoretical frameworks I have identified areas of convergence and divergence, 
strengths and limitations. This has shown me there is no unitary theory that can 
account for human distress and inform practice. Having respect for the individuality 
and autonomy of my clients is at the centre of my practice, and this involves 
practicing in accordance with their unique needs. As Jung (1933, p.69) said, “the shoe 
that fits one person pinches another; there is no recipe for living that suits all cases.” 
Towards the end of my training I have understood that I do not need to abandon one 
way of conceptualising distress or practicing over another, and there is richness and 
creativity in utilising multiple sources of understanding.
I also think of pluralism as an attitude of acceptance fostered both inside and outside 
of the therapy room. It involves accepting and respecting diversity and the multitude 
of perspectives we come into contact with in our practice. Through my research I was 
able to grapple with our professional responsibility to maintain awareness of our 
biases and uncover those aspects that are unknown to us, in order to practice ethically 
and to keep the clients' wellbeing at the centre. The client groups I have worked with 
have provided further evidence of societal power-imbalances and while it might be 
challenging to fully address them as they manifest in the therapeutic relationship, I 
can strive towards it.
Ultimately my belief in plurality is linked to the value I place on autonomy, choice 
and individuality. The humanistic roots of counselling psychology underpin my 
practice underscored by the trust I have developed in the power of the therapeutic 
relationship to bring about change. I aim to provide a safe space in a relationship 
characterised by respect, genuineness and empathy. Through understanding the
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therapeutic process as relational I am able to use my skills as a reflective-practitioner 
to understand what is going on in the relationship and use it to guide my practice.
An intrinsic aspect of this is trusting in my realness in therapeutic encounters. I have 
learnt to develop trust in my judgment, reactions and bodily sensations as an indicator 
of what is going on in the therapeutic process. This has involved recognising my 
separateness and trusting that I do not need to be perfect, I need to be ‘good enough.’
Coming to the end of this phase of my journey, I feel like I am leaving home for the 
first time. Nervous about leaving the safe protective environment of the course yet 
excited about the adventures that lie ahead. I envisage being a counselling 
psychologist as an evolving process, where I am continually affected by my work and 
allow myself to shift and grow accordingly.
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Introduction to Research Dossier
This dossier consists of a literature review and two pieces of empirical research conducted 
during my training. The literature review explores the ways racism may manifest in the 
therapeutic relationship. The first empirical piece is an interpretive phenomenological 
analysis of minority racial group clients’ experiences of therapy with their white therapist. 
The second piece is a quantitative study that develops a measure of minority racial group 
clients’ experiences of subtle racism in therapy with their white therapist.
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Racism in the Therapy Room: A Review of the Literature
Abstract
Racism is an inherent aspect of socialisation, therefore both client and therapist have the 
potential to bring racism into the therapy room. Contemporary notions of racism make it all 
the more challenging to identify when racism occurs, in all contexts, including the therapy 
room. The main aim of this literature review is to evaluate evidence regarding the ways 
racism manifests within the context of the therapeutic relationship, in order to determine if 
there is reason to believe that racism affects the process and hence the outcome of therapy. 
Studies are reviewed concerning therapist implicit biases. Evidence is evaluated regarding the 
behavioural manifestation of such biases within the context of microaggressions theory, and 
the impact on both therapists and clients from Majority Racial Groups (MJRG) and Minority 
Racial Groups (MRG). The review concludes that there is preliminary evidence to suggest 
that racism affects the process and, as a result, the outcome of therapy. Suggestions for 
further research and the implications for clinical practice are drawn out.
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Introduction
The therapy room has been described as a microcosm of society (Sue et al., 2007; Taylor, 
1999). It has been argued that racist ideology is deeply embedded in the fabric of this society 
and is transmitted down through generations, making it an inherent aspect of our socialisation 
(Sue, 2005). The implication of this is that none of us are immune from the biases we 
encounter and hence the prospect is of perpetuating racist ideology (Tollhouse, 2010; Sue, 
2005; Taylor, 1999). By virtue of this, both therapist and client have the potential to bring 
racism into their therapeutic relationship.
Lack of evidence for biological explanations of racial inequalities has led to increased 
acceptance of race as a socio-political construct, whereby differences between people based 
on immutable physical characteristics become maximised and laden with cultural beliefs 
about their meaning and significance (Altman, 2000; Smedley and Smedley, 2005). Racial 
differences can create power differentials between groups, manifesting in racism, which is 
defined as “any behaviour or pattern of behaviour that tends to deny access or opportunities 
or privileges to one racial group while perpetuating access to opportunities and privileges to 
members of another racial group” (Ridley, 2005, p. 28).
Some have argued that racial prejudice is on the decline in Britain (Ford, 2008), yet there is 
evidence that substantial racial inequalities exist (Equality and Human Rights Commission, 
2010). The former was gleaned from a survey of British people's attitudes and the latter from 
objective statistics. A possible explanation for this difference can be found in contemporary 
notions of racism, theories of which are concerned with the covert, subtle forms of racism 
which are either denied or which operate unconsciously, and thus remain undetected by the 
perpetrator (Dovidio, 2001; Dovidio, Gaertner, Kawakami, and Hodson, 2002). They are said 
to have evolved from more overt forms in accord with prevailing socio-political norms that 
make it unacceptable and illegal to perpetuate racist ideology (Dovidio et al., 2002; Neville, 
Lilly, Duran, Lee, and Browne, 2000; Sue et al., 2007).
A number of alternatives have been proposed to theorise the nature of contemporary racism 
(Dovidio and Gaertner, 1998; McConahay, 1986; McConahay and Hough, 1976). Aversive 
racism has received the most empirical attention (for reviews see Dovidio, 2001; Dovidio et 
al., 2002). Characteristically, aversive racists hold egalitarian values and their anti-
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discriminatory stance is integral to their self-image. However, their racist ideology operates at 
an unconscious level and it only manifests when it can be rationalised on other grounds, with 
the intention of reducing the cognitive dissonance between conscious values and unconscious 
feelings (Dovidio et ah, 2002). Research in the field of social cognition provides further 
support for aversive racism using experimental approaches, which has shown that people 
hold both implicit and explicit biases that are often incongruent but jointly govern behaviour 
(Dovidio et al., 2002; Stanley, Phelps and Banaji, 2008). Explicit biases function consciously 
and may change in accordance with the prevailing socio-cultural climate, but implicit 
attitudes from early socialisation remain at a latent level and have the potential to influence 
behaviour when triggered (Dovidio et al., 2002).
It has been acknowledged in the multicultural counselling literature that there is potential for 
therapist racial biases to infiltrate the process of therapy when working with culturally 
diverse clients (Sue, 2003). Therefore, it has become a professional requirement for 
psychologists in Britain to maintain awareness of their own biases and values (British 
Psychological Society [BPS], 2009) and this is further emphasised in guidelines for working 
with culturally diverse clients (Bhui and Morgan, 2007; Sue, 2003).
The subtle nature of contemporary racism makes the identification of potential biases a 
challenging endeavour for therapists. Coupled with this, clients come into the therapeutic 
relationship with their own racial biases, which need to be managed effectively by the 
therapist for the therapeutic gains (Bartoli and Pyati, 2009).
The nature of the racist ideology expressed, its manifestation and the consequences are likely 
to vary depending on the racial composition of the client-therapist dyad (Laszloffy and 
Hardy, 2000). Recent evidence from the ethnic matching literature suggests that the process 
and outcome of therapy is better in ethnically matched dyads compared to unmatched dyads 
(for a review see Farsimadan, Khan, and Draghi-Lorenz, 2011). In addition, Farsimadan and 
Draghi-Lorenz (2007) found that process variables such as perceived bond with the therapist 
and therapist credibility mediate the relationship between ethnic matching and the outcome of 
therapy. The interplay between a variety of background factors and ethnicity has been found 
to influence the process and outcome of therapy (Farsimadan and Draghi-Lorenz, 2007).
These background factors include socio-economic status, education and cultural and political 
awareness (Sue, Zane, and Young, 1994). Given this, it is also possible that racism interferes
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with the development of the therapeutic alliance, which has been found to be the strongest 
predictor of successful therapeutic outcomes (for example Horvath and Bedi, 2002; Horvath 
and Symonds, 1991).
The purpose of the current review is to evaluate evidence regarding the ways racism 
manifests within the context of the therapeutic relationship, with the aim of determining 
whether there is reason to believe that racism affects the process, and hence outcome, of 
therapy. The findings may have implications for therapists’ abilities to manage such 
situations in their clinical practice and the identification of their own biases. The review 
begins by addressing research regarding therapist implicit bias and then considers evidence 
regarding the behavioural manifestation within the context of microaggressions theory (Sue 
et al., 2007) and the impact on both therapists and clients from Majority Racial Groups 
(MJRG) and Minority Racial Groups (MRG).
Therapist Implicit Bias
It has been argued that further experimental research is warranted to explore the possible 
biases held by therapists due to the implications they may have for their ability to work with a 
diverse range of clients (Boysen, 2009, 2010). To date only three studies have been 
conducted to explore therapist implicit racial bias (Abreu, 1999; Boysen and Vogel, 2008; 
Castillo, Brossart, Reyes, Conoley, and Phoummarath, 2007).
Boysen and Vogel (2008) found evidence of implicit racial and sexual orientation bias in 105 
trainee counsellors. Participants were asked to complete a self-report measure of 
Multicultural Counselling Competency (MCC) and a task designed to measure implicit bias, 
the Implicit Associations Test (IAT). The IAT involves presenting participants with pictures 
of black or white faces along with a word corresponding to notions of good (for example 
friendly) or bad (for example tragic) and their task is to categorise the words with the 
pictures. The underlying rationale for the task is that white faces are more easily associated 
with good words whereas black faces are associated with bad words, and therefore these 
combinations are more readily retrievable from memory. Slower reaction times in 
incongruent combinations compared to congruent combinations are taken to be indicative of 
implicit bias (Boysen and Vogel, 2008).
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Categorisation times were significantly faster (p<001) when the face/word combination was 
congruent (M = 1.15, SD = .88) than when they were incongruent (M = 1.59, SD = .66). 
Furthermore, the trainees had rated themselves highly in terms of self-reported MCC and this 
increased in accordance with level of multicultural training, whereas reaction times on the 
IAT did not. Implicit bias as measured by the IAT was not significantly correlated with self- 
reported MCC (r = -.16 p=.12). Boysen and Vogel (2008) conclude that the findings provide 
evidence for implicit racial bias in trainee counsellors and also the divergence between 
implicit and explicit attitudes.
Further support for the presence of racial implicit bias in trainee counsellors was found by 
Castillo et al. (2007), again using the IAT. The design of the study differed from that of 
Boysen and Vogel (2008), as trainees were asked to complete a measure of MCC before and 
after undergoing training. Unlike Boysen and Vogel (2008), they found that the level of 
implicit bias decreased following training.
The sample of participants in these studies were from both majority and minority racial 
groups. No significant differences were found between the groups on the IAT or self-reported 
MCC, therefore these differences were not taken into account in further analyses. The 
significance of this is unclear, but it could be indicative of both groups holding the same 
implicit biases, which could be either attributable to internalised racism in minority racial 
group participants, or to the construct validity of the IAT.
Given that methodological approaches to measuring implicit bias are still in their infancy, 
caution has been advised when interpreting the findings (Boysen and Vogel, 2008). The 
reliability and construct validity of the IAT has been subject to some debate. It has been 
noted that reliability of the IAT is lower than self-report measures (Boysen and Vogel, 2008) 
with Nosek, Greenwald, and Banaji (2007) reporting a median test-retest correlation of .56, 
and in terms of the construct validity, alternative explanations have been proposed regarding 
what the IAT measures. It has been argued that reaction times are reflective of greater 
familiarity with majority group individuals compared to minority group individuals, or 
prevailing socio-cultural knowledge as opposed to personal views, or similarity in salience 
between the word and the face (Rothermund and Wentura, 2004). While the findings may 
provide preliminary evidence for therapist implicit bias, it cannot be implied that they 
manifest in situ within the context of the therapeutic relationship (Boysen and Vogel, 2008).
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This said, by using a different methodological approach Abreu (1999) found some support for 
implicit bias in 60 qualified counselling professionals. Participants were either primed with 
words stereotyping African Americans, or neutral words. The participants were then asked to 
rate the hostility of a fictitious client whose race was not disclosed. It was found that those 
primed with stereotypical words rated the client as more hostile then those primed with 
neutral words, in accordance with the commonly held stereotype of African Americans 
(Abreu, 1999). Participants were then told the client was African American and asked to 
make the rating again and they rated the client as less hostile. It was concluded that the 
findings provided support for therapists having implicit stereotypes and there being a 
discrepancy between implicit and explicit bias. However, it is possible that the participants 
were not unaware of the priming stimulus, therefore it is unclear if the findings are 
attributable to implicit memory. It is unclear what the participants’ hostility rating would 
have been if they had been told that the client was white.
Given the methodological limitations of these studies, conclusions must be tentative and also 
suggest that evaluating therapists’ levels of racial prejudice purely in terms of explicit 
measures may leave out an important dimension of counsellor attitudes (Boysen, 2009).
Based on evidence from studies on aversive racism and implicit bias outside of the 
therapeutic domain, it has been argued that implicit biases impact on interpersonal and social 
behaviours that are fundamental to the therapeutic relationship and that there is potential for 
them to be activated and conveyed to the client unbeknown to the therapist (Boysen, 2010).
Theory regarding microaggressions (Sue et al., 2007) provides a conceptual framework for 
understanding how implicit (and explicit) biases are operational within the context of the 
therapeutic relationship and Boysen (2010), for instance, has called for further research 
regarding the link between the two.
Microaggressions : The Behavioural Manifestation of Racism in the Therapeutic
Relationship
Microaggressions have been defined as “brief and commonplace daily verbal, behavioural, 
and environmental indignities, whether intentional or unintentional, that communicate hostile, 
derogatory, or negative racial slights to the person, target or group.” (Sue et al., 2007, p. 273).
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The remaining literature in this review is discussed in the context of the theoretical 
framework of microaggressions.
A taxonomy of microaggressive behaviours has been developed by Sue et al. (2007), the 
purpose of which was to categorise subtle manifestations of racism, thereby making them 
easily identifiable, gain further understanding of the consequences they have for victims and 
the complex interchanges that take place between perpetrator and victim.
The framework distinguishes between three forms of microaggression, which manifest both 
verbally and non-verbally. The first category has been termed microassaults, which are most 
aligned to overt acts of racism that intend to harm the victim. Secondly, microinsults, which 
are more inconspicuous exchanges that often occur out of the awareness of the perpetrator in 
the form of disrespectful, tactless exchanges that humiliate the victims and denigrate their 
racial background. Finally, microinvalidations, which minimise, discredit and undermine the 
authenticity of the victim’s lived experience. Examples of microinvalidations the authors cite 
include adopting a colour-blind stance and denial of one’s role in perpetuating racism (see 
later sections).
Sue et al. (2007) argue that the most problematic aspect of microaggressions is that they are 
often inconspicuous to the aggressor, difficult to discern for the victim and typical in 
everyday interactions. This leads to conflicting racial realities for both parties, in that victims 
have difficulty in proving that microaggressions have occurred, perpetrators minimise the 
significance of such incidents and the victim is left having to weigh up the costs and benefits 
of responding (Sue et al., 2007).
Critics argue that the microaggressions framework misattributes the behavioural interchanges 
to racially motivated causes (Sue, 2010). Such arguments suggest that firstly, the framework 
consists of commonplace behaviours that are experienced by everyone, regardless of race 
(Thomas, 2008), secondly, it offers a one-sided perspective, placing the MJRG in the position 
of perpetrator and the MRG as victims (Schacht, 2008) and thirdly, it fails to consider 
alternative explanations for the behaviours (Harris, 2008). The interpretation of behaviours 
by both client and therapist in cross-racial dyads may also differ. Sue et al. (2007, p. 277) 
refer to this as the “clash of racial realities” and therefore it is not straightforward to 
determine if a microaggression has occurred. Research has found that the emotional stress of
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previous encounters with racism leads to a state of hypervigilance characterised by increased 
sensitivity to the detection of racial threats (Carter and Forsyth, 2010). Therefore, it is 
possible that some behaviour is misinterpreted as involving racial threats, which consequently 
affects the therapeutic relationship.
Microaggressions and the Therapeutic Relationship
Sue et al. (2007) also further consider how microaggression could become apparent in a 
therapy dyad between a white therapist and a client of colour. The authors’ account was 
descriptive due to the discursive nature of their paper. The crux of their argument is that 
when therapists perpetrate microaggressions, this is likely to weaken the therapeutic alliance 
as clients detect their behaviour and question the therapist’s credibility. Due to the power 
differential in the relationship, clients may be reticent to raise incidents and suppress their 
anger. The authors contend that this could have a detrimental effect on the outcome of 
therapy, such as early termination.
To date, only one empirical study has been conducted to examine the impact of racial 
microaggressions, or indeed racism, on the process and outcome of therapy (Constantine, 
2007). The participants consisted of 40 African American clients who had completed 
treatment with a white therapist. They were asked to rate the quality of the working alliance, 
their level of satisfaction and the therapist’s level of multicultural and general competence. 
The occurrence and impact of microaggressions in the context of therapy were measured 
using a self-report scale developed specifically for the purposes of this study, based on the 
findings of a focus group interview with a separate group of clients.
With notable effect sizes, greater perceived microaggressions were significantly predictive of 
a weaker working alliance (r2 = -.40), which in turn was predicative of ratings of general 
counsellor (r2 = .60) multicultural competence (r2= 62). Interestingly, the microaggression 
rating had a direct and significant negative effect on client levels of satisfaction (r2 = -.46). 
This relationship was not mediated by ratings of the working alliance. It may be possible this 
was attributed to the small sample size and, as the authors note, there were mixed opinions 
about how many cases were sufficient to analyse data using structural equation modelling. A 
further limitation was that perceived microaggressions were measured using a scale which 
had not been validated. The findings provide preliminary support for the detrimental impact
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of therapist microaggressions on the process and outcome of therapy, but clearly further 
empirical support is warranted.
In an interview-based qualitative study comparing the experiences of eight satisfied and eight 
dissatisfied ethnic minority clients who underwent therapy with a white counsellor, Chang 
and Berk (2009) found that dissatisfied clients recounted incidents where they felt the 
therapist had perpetrated microaggressions against them. This was in the form of minimising 
the significance of their personal experiences of racism, a form of microinvalidation (Sue et 
al., 2007). A large majority of unsatisfied clients reported that their therapist lacked 
knowledge and awareness of the significance of racism and oppression in their lives and 
within their therapeutic relationships. Some dissatisfied clients felt mistrust towards the 
therapists and experienced doubts about the counsellors' credibility, perceiving them to hold 
stereotypes about their racial group. In contrast, satisfied clients emphasised general facets of 
the therapeutic relationship as fundamental to their positive experience over those related to 
cultural competence and viewed race as insignificant to their presenting concerns. It is 
possible that microaggressions perpetrated by therapists impacted on clients' perceptions of 
the working alliance and contributed to reduced satisfaction. However, it is equally possible 
that race is more salient for some clients than others, which impacts on their therapeutic 
needs and, if not addressed, could be interpreted as microaggressive. This speculation serves 
to highlight the complexity involved in determining whether a microaggression has occurred.
Evidence from three studies regarding clients’ experiences of cross-racial therapy, which 
were conducted before Sue et al. (2007) developed the microaggressions framework, provide 
further relevant data. In focus group discussions with 201 African Americans about their 
perceptions of psychotherapy and psychotherapists, Thompson, Bazile, and Arkbar (2004) 
discovered that participants expressed a number of concerns. Salient themes in the findings 
included lack of confidence in therapists’ abilities to remain unbiased, concern about being 
stereotyped and feeling that white therapists might lack understanding of the significance of 
racism in their lives. There were mixed feelings about white therapists bringing up race, with 
some participants suggesting that they would interpret signs of therapist anxiety around racial 
issues as being indicative of their attitude, incompetence and unwillingness to discuss race, 
while others would view their therapist addressing race as being indicative of racism i.e. 
viewing them as different when they want to be treated like everyone else. This illustrates 
how one behaviour, in this case not addressing race, can be interpreted as a microaggression
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for different reasons and has the potential to place the therapist in a difficult position in terms 
of addressing race.
Similarly, Gerrard (1991) found examples of incidents that appear analogous to microinsults 
and microinvalidations in the accounts of ten women of colour interviewed, regarding their 
experiences of racism and sexism in counselling. One participant described an incident where 
a counsellor implied that grief must be different in her culture, coupled with body language 
that conveyed lack of interest or disengagement by the therapist, for example not looking at 
the client. The client’s perception of this was that the therapist was making her feel ‘different’ 
as opposed to focusing on the universal aspects of her experience. The client’s perception 
was reflective of a microinsult Sue et al. (2007) refer to as pathologising cultural values, 
which is an example of a microinsult. If the therapist were to focus on the universal aspects of 
her experience instead and ignore differences, her behaviour could have been interpreted as a 
colour-blindness (see next section) form of microinvalidation (Sue et al., 2007). This again 
highlights the interplay between therapist behaviour and client interpretation.
Thompson and Jenal (1994) conducted an analogue study whereby 24 black female college 
students were assigned to see either a black or white counsellor and discuss issues pertaining 
to being a female student. The therapists were instructed to address the presenting concerns in 
a universalistic fashion without tending to any race-related content. According to Sue et al.’s 
(2007) microaggressions framework, this can be regarded as an experimentally-induced 
microinvalidation. Participants responded to the therapists' avoidance of race-related issues 
by either conforming to it, expressing signs of frustration and exasperation, keeping a 
distance from the therapists by only engaging on a superficial level, or continuing to bring up 
race despite lack of response by the therapists. The findings tentatively suggest that avoiding 
race-related issues, when salient to the client, could have a negative impact on the client’s 
perception of the therapeutic relationship. A limitation of this study is the extent to which it is 
possible for the therapist to have maintained a universalistic stance with the clients.
Colour-Blindness
Colour-blindness is a form of microinvalidation according to Sue et al.’s (2007) framework. 
Neville et al. (2000) have argued that colour-blindness represents a modem manifestation of 
racism in itself, while Ridley (2005) claims it a form of defence mechanism that either
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therapist or client may adopt within the context of the therapeutic relationship. Broadly, 
colour-blind racial attitudes refer “to the belief that race should not and does not matter” 
(Neville et al., 2000, p. 60). Like aversive racism, colour-blindness has been theorised to 
reduce the dissonance between explicit egalitarian values and implicit racist ideology 
(Neville et al., 2000). A three-factor structure of colour-blind racial attitudes has been 
proposed by Neville et al. (2000), based on the findings of five studies employing a total of 
1,100 participants. The purpose of the study was to develop a corresponding measure, the 
Colour-Blind Racial Attitudes Scale (CoBRAS). The structure consists of denial of white 
privilege, denial of the existence of racism and hence the need for policy-driven initiatives to 
irradiate it, and denial of blatant racial discrimination.
There has been growing recognition in the MCC literature about the potential for a socially- 
desirable response in order to confound the findings of studies in the field (Burkard and 
Knox, 2004). Researchers are increasingly incorporating a measure of social desirability into 
study designs, as is the case in the colour-blind literature.
To date, only five empirical investigations have been conducted in relation to colour-blind 
racial attitudes in the context of therapy (one of the five has been reported in the white racial 
identity section). In order to examine the effect of colour-blindness on empathy and the 
attributions made for the cause and solution to black or white clients presenting concerns, 
Burkard and Knox (2004) conducted an analogue study on a sample of 247 practising 
psychologists. Participants were required to complete the CoBRAS, and measures relating to 
empathy and social desirability. In the task component of the study, participants were 
required to rate the extent to which the client, in one of four case vignettes, was responsible 
for the cause and solution to his or her problem. The client was either black or white and 
attributed his or her problem to either depression or discrimination. After controlling for 
social desirability, it was found that therapist colour-blindness significantly influenced self- 
reported empathy, albeit with a small effect size (q2 = .03). Participants high in colour­
blindness rated themselves as less empathie than those low in colour-blindness. There was a 
significant difference across levels of colour-blindness in attribution of client responsibility 
for problems when the client was black, although the effect size was small (rj2 = .05). 
Participants high in colour-blindness held the client more responsible than participants low in 
colour-blindness.
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Similarly, Neville, Spanierman, and Doan (2006) found a significant relationship between 
colour-blindness and self-reported Multicultural Counselling Competencies (MCC) in 79 
applied psychology students and mental health workers. More specifically, it was found that 
scores on the CoBRAS accounted for a significant variance in multicultural awareness and 
knowledge, after taking into account social desirability and previous multicultural 
counselling experience with moderate (R2 = .21) and weak effect sizes respectively (R2 
= .04). Higher levels of colour-blindness were associated with lower self-rated MCC. In a 
second study on a sample of 51 participants, a significant relationship was found between 
colour-blindness and multicultural case conceptualisation ability in an analogue task. After 
taking into account previous multicultural experience, scores on the CoBRAS accounted for 
significant variance in aetiology (R2 = .09) and treatment (R2 = .07) conceptualisation, 
however the effect sizes were small. Higher levels of colour-blindness were associated with 
less consideration of race in the task.
Chao, Wei, Good, and Flores (2011) additionally found that training significantly developed 
the MCC knowledge of a sample of 370 trainee psychologists, to a greater extent if they were 
low in colour-blindness compared to if they were high in colour-blindness after accounting 
for socially desirable responses. Thus, holding colour-blind ideology has implications for 
receptiveness to multicultural training interventions, which stands to reason if racial 
differences are not deemed to be a salient issue. In a second part of their study, Chao et al. 
(2011) found that training improved white trainees’ MCC awareness, but it had no effect on 
ethnic minority therapists' levels of awareness, which they felt highlighted differences in 
training needs for these two groups (see later section).
Interestingly, Gushue (2004) found preliminary evidence to suggest that even being low in 
colour-blindness (i.e. having awareness of the existence of racism) could still lead to 
misinterpreting clients' presenting problems. The study aimed to examine whether the 
shifting standards model of social judgement could presume 158 white trainee psychologists' 
predictions of symptom severity in a fictitious black or white client. In accordance with the 
model, the authors hypothesised that black clients would be rated as less symptomatic than 
white clients, due to stereotypic low expectations of what constitutes good health for black 
clients. A second stage was to determine whether this effect was moderated by level of 
colour-blindness. After controlling for social desirability, it was found that the interaction of 
the client’s race and colour-blind attitudes significantly accounted for variance in perceived
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symptom severity, although the effect size was weak (adj R2 = .17). Lower levels of colour­
blindness were associated with lower ratings of symptom severity for the black clients, but 
not the white clients. The author’s tentative interpretation of the findings was that the 
participants’ awareness of the existence of racism could have led them to evaluate symptom 
severity in view of black clients having to endure racism, or out of an intentional desire not to 
perpetuate racist ideology. According to this, the implication would be the introduction of 
bias into the counsellor’s decision-making.
There are a number of limitations on these four studies, effect sizes were weak in all four and 
therefore caution needs to be applied when interpreting the findings. With the exception of 
Chao et al. (2011), all the studies adopted an analogue design and therefore may not be 
reflective of colour-blind racist ideology in practicing counsellors. The studies focus on the 
relationship between colour-blindness and therapist competencies, but there is gap relating to 
how they affect the psychotherapeutic processes. In three of the four studies, participants 
consisted of both MRG and MJRG participants (Burkard and Knox, 2004; Chao et al., 2011; 
Neville et al., 2006), but potential differences in the findings between these groups were only 
examined by Chao et al. (2011). Given these limitations, the findings offer preliminary 
support for the relationship between colour-blindness and therapist multicultural competence.
Denial of white privilege is a component of colour-blind racist ideology (Neville et al., 2000) 
and, according to Sue et al. (2007), is also closely aligned to the myth of meritocracy, which 
they have classified as a form of microinvalidation in their framework. Ancis and Szymanski 
(2001) interviewed 34 white trainee counsellors regarding their awareness of how they 
benefited from being white. Three broad themes were identified along a continuum, in terms 
of level of awareness of white privilege. Firstly, there were those who seemed to lack 
awareness or deny benefiting from white privilege, adopting a colour-blind perspective of 
making comments reflective of the myth of meritocracy. The authors noted that some of these 
participants were angry and defensive throughout the interview process. Secondly, there were 
those who acknowledged the existence of white privilege, describing feelings of sadness and 
guilt, but at the same time they were unwilling to relinquish the benefits. Finally, there were 
those with an advanced level of awareness and understanding of white privilege and the 
effects on ‘people of colour’ and would take action to redress it.
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Consistent findings were noted by Hayes, Chang, and Dean (2004) in semi-structured 
interviews with eight white practising counsellors about their conceptualisations and 
reactions to white privilege. Some participants lacked awareness of privilege, denied its 
existence, attributed privilege to other factors, or viewed it as a matter of oppressed peoples’ 
perceptions. The authors suggest that this is characteristic of the invisibility of privilege to 
white people. However, in some instances, privileges may not be attributable to whiteness 
and, as previously noted, MRG individuals’ perceptions are also a product of their 
experiences. Some of those who acknowledged they were privileged expressed a sense of 
comfort with it, while others experienced anger, sadness, guilt and frustration.
A limitation of these two studies is the potential for socially desirable responses. This 
provides an alternative explanation for participants’ emotional reactions, as they could be 
indicative of anxiety about how their responses will be perceived. The qualitative nature of 
the study limits the generalisability of the findings. Recently, Pinterits, Poteat, and 
Spanierman (2009) have developed the White Privilege Attitudes Scale, which may provide 
scope for quantitative studies regarding therapist white privilege.
White Racial Identity
According to white racial identity theory, in order to develop a non-racist white identity an 
individual must recognise their whiteness and the ways in which they have benefited from 
white privilege (Helms, 1995). Helms has conceptualised white racial identity development 
as a process consisting of a series of statuses along a continuum from ‘less advanced’ to 
‘advanced’. Cognitive processing strategies, which operate consciously or unconsciously, are 
associated with each status (Gushue and Constantine, 2007). The statuses are not deemed to 
be static and people can move between them, depending on the context.
The contact status of Helms’ model is characterised as an unawareness of racism and the 
ensuing benefits. The disintegration status is the period where white people begin to 
recognise: their position as part of the majority culture; the existence of racism; and the ways 
they have benefited from it, often resulting in feelings of ambivalence and guilt. Helms’ 
reintegration status is marked by the idealisation of white values and the holding of negative, 
often stereotypical views on other racial groups. The next status is pseudo-independence, 
characterised by an intellectualised understanding of white privilege, racism and underlying
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feelings of superiority. The immersion/emersion status is an authentic appreciation of the 
significance of being white and the existence of racism. Finally, the autonomy status is a non­
racist white identity with an appreciation of racial differences and actively working towards 
ending racial inequalities.
Helms (1995) developed the White Racial Identity Attitudes Scale (WRIAS) to measure 
white racial identity statuses. The WRIAS is controversial due to concerns about its validity 
and reliability (Utsey and Gemat, 2002) and, consequently, the current review does not 
include a detailed analysis of studies regarding the relationship between white racial identity 
and multicultural therapy. The eleven studies which have been conducted in this area are 
briefly summarised below.
Gushue and Constantine (2007) conducted a study to examine whether white racial identity 
attitudes were related to the level of endorsement of colour-blind racial attitudes in 177 white 
counselling and clinical psychology trainees. As expected, less advanced racial identity 
statuses were associated with greater endorsement of colour-blind racial attitudes, while more 
advanced statuses were associated with fewer colour-blind racial attitudes. A study conducted 
by Castillo, Conoley, King, Rollins, Rivera, and Veve (2006) found that less advanced white 
racial identity statuses were associated with higher levels of racial prejudice in 125 
counselling students.
Seven studies have been conducted to examine the association between WRIAS and MCC. 
The only consistent finding between the studies is that pseudo-independence is predictive of 
higher self-reported MCC. This suggests that those who have an intellectual understanding of 
racism rate themselves as culturally competent. Another possible explanation for the finding 
is that socially desirable responding may be particularly salient to this group and it should be 
noted that only one of the seven studies included a measure of social desirability 
(Constantine, Juby, and Liang, 2001). The studies were conducted on marriage and family 
therapists (Constantine et al., 2001), school counsellors (Constantine, 2002), trainee 
counselling psychologists (Vinson and Neimeyer, 2000), trainee counsellors (Ladany, Inman, 
Constantine, and Hofheinz, 1996; Ottavi, Pope-Davis, and Dings, 1994) practising 
counsellors, and clinical and counselling psychologists (Middleton, Stadler, Simpson, Guo, 
Brown, Crow, Schuck, Alemu, and Lazarte, 2005).
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In a study conducted by Burkard, Ponterotto, Reynolds, and Alfonso (1999), the white racial 
identity status of 124 trainee counsellors was found to be predictive of their perceived ability 
to form a working alliance with a fictitious black or white client in an analogue task. Less 
advanced racial identity statuses were negatively associated with the perceived ability to form 
a working alliance, while advanced racial identity statuses were positively associated with the 
ability to form a working alliance. The authors suggested this may reflect the difference in the 
maturity of the relational skills associated with the statuses. Socially desirable responding is 
another possible explanation.
Utsey and Gemat (2002) conducted a study to examine whether there was a relationship 
between white racial identity attitudes in 145 white trainee counsellors and the defence 
mechanisms they used in racially provocative counselling situations. It was found that less 
advanced racial identity statuses (i.e. contact, disintegration) were negatively correlated with 
defence mechanisms that turn anxiety outwards (for example projection, displacement and 
identification with the aggressor), while reintegration was positively correlated with such 
mechanisms. The authors argued that people in less advanced racial identity stages are less 
likely to experience anxiety associated with leaving behind racist ideology and therefore do 
not need to employ such defence mechanisms. However, the basis of this interpretation is 
unclear, as the disintegration stage was described as being characterised by ambivalence. It 
was suggested that the finding regarding reintegration could reflect the idealisation of 
whiteness, and blaming other groups for their own oppression. Again, socially desirable 
responding and the analogue nature of the study are potential limitations.
It has been argued that white racial identity status is related to counsellors’ styles of 
broaching race, ethnicity and culture with clients (Day-Vines, Wood, Grothaus, Craigen, 
Holman, Dotson-Blake, and Douglass, 2007). Day-Vines et al. (2007) suggest that the contact 
status is characterised by avoiding broaching race, as it is seen as insignificant. The internal 
conflict characteristic of the disintegrated and reintegrated statuses operate between avoiding 
broaching race and adopting an isolating approach, whereby race is addressed simplistically 
as a matter of routine and removed from client experience. Therapists operating in the 
pseudo-independence stage broach race in a mechanical and intellectualised way due to their 
anxiety to do it, but it is also removed from client experience. An integrated/congruent 
approach is adopted by counsellors in the immersion/emersion stage, whereby broaching is 
contextualised and individualised based on client needs. Finally, for counsellors in the
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autonomy status, broaching race is natural to them, as it is in accordance with their social 
justice-orientated stance on life.
The parallels drawn between broaching styles and WRIS are not empirically supported. 
Nevertheless, deciding whether to bring up race has been described as a “double-bind” for 
white therapists (Lee, 2005) whereby they fear being viewed as racist if they do bring it up, 
yet risk accusations of insensitivity and lack of awareness if they do not. Three qualitative 
studies have been conducted to explore therapist reactions to issues regarding race in the 
therapeutic relationship. All three studies found that white therapists (or trainee therapists) 
reported experiencing anxiety, discomfort and difficulty talking about racial issues in therapy.
Utsey, Gemat, and Hammar (2005) conducted a focus group with eight trainee counsellors to 
understand how they reacted to racially provocative material in the context of counselling and 
supervision dyads. It was found that some participants acknowledged race and racism, but 
focused on the race of their clients as opposed to their own, and the significance of race was 
often minimised through intellectualisation or denial. The authors interpret this finding as 
being reflective of white people being taught to deny the benefits of white privilege. However 
other explanations are possible: perhaps the participants were at a less advanced stage of 
racial identity development; or perhaps in their roles as trainee therapists they were focusing 
on the client more than themselves. Through observation it was noted that the participants 
found discussing race to be anxiety-provoking, which manifested emotionally, 
physiologically and behaviourally.
Similar findings were identified by Sue, Rivera, Capodilupo, Lin, and Torino (2010) in a 
focus group conducted with 14 trainee counselling psychologists, in order to examine how 
they reacted to difficult dialogues on race. It was found that participants were anxious when 
discussing dialogues on race which manifested physiologically (for example pounding heart), 
emotional (for example sadness) and cognitively (for example intellectualising). They 
reported feelings of helplessness due to not knowing how to handle such situations and they 
feared being misunderstood and accused of racism if they did address race. In their accounts, 
participants adopted a global perspective to discussing race as opposed to focusing on 
specific incidents. Some felt that they had no right to talk about race due to their lack of 
personal experience with such issues, while others adopted a colour-blind perspective. The 
authors suggested that these are all defences used to minimise the personal significance of
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racism. The authors did acknowledge that the social significance of race is likely to 
contribute to participants’ anxiety in terms of leaving themselves open to accusations of 
being racist, offending others as well as not wanting to acknowledge white privilege or 
confront their own biases. It is also possible that participants were less likely to focus on 
specific incidents, because they were less personally relevant to them.
Greater discomfort about addressing race was also found in European American (as opposed 
to African American) practising psychologists in a study conducted by Knox, Burkard, 
Johnson, Suzuki, and Ponterotto (2003). Five African American and seven European 
American psychologists were interviewed about their experiences of addressing race in cross- 
racial counselling dyads. European American psychologists expressed fear at how addressing 
race would be received by clients, whereas African American psychologists reported feeling 
comfortable addressing race in response to perceived client discomfort and maintained 
awareness of broaching it sensitively. As the authors noted, being in cross-racial situations 
was more commonplace for black psychologists than white psychologists and, therefore, they 
had more experience of it.
These studies highlight the difficulties of racism for white therapists and how their 
discomfort at addressing race could affect the therapeutic relationship in a myriad of ways, 
for example through being perceived as microaggressions by the client. Day-Vines et al. 
(2007) outline how the therapeutic endeavour benefits from therapists recognising the 
significance of race and being open to engaging in a dialogue about it with clients, 
specifically by helping to: establish rapport and counsellor credibility; forge the therapeutic 
alliance; foster intimacy; encourage client disclosure; and enhance outcomes.
Empirical evidence to support the psychosocial costs of racism to white people is 
accumulating (for example. Spanierman and Heppner, 2004; Spainerman, Todd, and 
Anderson, 2009). A validated measure of the psychosocial costs of racism to whites (PCRW) 
has been developed by Spanierman and Heppner (2004) which found it to consist of three 
affective dimensions: firstly, white empathie reactions to racism (for example sadness, 
anger); secondly, white guilt; and finally, white fear of other races.
To date only one study has been conducted using the measure to examine the impact of the 
psychosocial costs to white counsellors on dimensions of their multicultural counselling
97
Research Dossier
competence (Spanierman, Poteat, Wang, and Oh, 2008). In the first part of the study, using 
structural equation modelling, it was found that the psychosocial costs of racism mediated the 
relationship between colour-blind racism and MCC, and MCC training and MCC in 311 
trainee counsellors. The second part of the study examined whether PCRW predicted self- 
report, demonstrated (through a case conceptualisation task) and observed MCC in 59 white 
trainees. Demonstrated MCC was examined through a case conceptualisation task, and 
observed MCC was assessed by the participants’ current supervisors. With moderate effect 
sizes, it was found that white fear significantly predicted self-report MCC, white guilt 
predicted demonstrated MCC, and white empathy predicted supervisors’ ratings of the 
participants’ MCC (R2 = .36, R2= .24, R2 = .51 respectively). These findings preliminarily 
supplement the findings of the qualitative studies showing that counsellor affective responses 
to racism are an important element of their ability to work cross-culturally. Given that it is the 
first study of its kind, further research is needed to substantiate the findings.
White therapists’ fears of addressing racism may not be unwarranted as it has been argued 
that there is also potential for them to be the victims of racism in the therapeutic relationship 
(Lee, 2005). MRG clients could direct anger towards them because they symbolise the 
oppressor (Lee, 2005). However this is merely speculative, as no research has been conducted 
regarding white therapists’ experiences of racism from clients.
MRG Therapists
The existing literature largely concentrates on issues of race and racism in the context of 
white therapist-MRG client dyads and there has been growing recognition of the need to 
address this gap in the literature (Ali, Flojo, Chronister, Hayashino, Smiling, Torres, Hawley, 
and McWhirter, 2005; Sue and Sue, 2002). MRG therapists are also socialised within a racist 
society and are equally likely to perpetuate racism in the context of the therapeutic 
relationship as white therapists (Sue and Sue, 2002). However, it has been argued that racism 
may present unique challenges in this context (Tinsley-Jones, 2003).
In response to the gap in the literature regarding ethnic minority therapists’ experiences 
working with ethnically similar and dissimilar clients, Iwamasa (1996) surveyed 31 ethnic 
minority group CBT therapists. The therapists described incidents where clients made overt 
racial insults about them or their ethnic group and occasions where they perceived clients to
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be expressing more covert stereotypes or feelings of prejudice. Some of the therapists’ 
experiences -  which were described as being related to their ethnicity - were more ambiguous 
and open to interpretation, for example: clients expressing concerns about their credibility 
and competence; having difficulty accepting their interventions; premature termination; 
perceiving them to be surprised at being assigned to the therapist’s caseload; and the therapist 
feeling that the client mistrusted them. However, the findings illustrate that MRG therapists 
can also be in the position of deciding whether a particular behaviour constitutes a 
microaggression.
In narrative accounts about their experiences as MRG therapists, several therapists have 
described how racism in the context of therapy has affected them personally and 
professionally (Ali et al., 2005; Butler-Byrd, 2010; Constantine, 1999; Lee, 2005; Tummala- 
Narra, 2007). Affective reactions include vulnerability, anger, fear, shock, isolation, 
confusion and feelings of self-doubt, invalidation and professional incompetence (Ali et al., 
2005; Lee, 2005). The cognitive processes which the therapists described included searching 
for explanations for the client’s behaviour, wondering how to describe the incident, 
interpreting body language for clients’ reactions to their skin colour, and deciding whether 
and how to respond to the incidents. MRG therapists also described the double-bind of 
addressing racism: if it is not addressed therapists risk colluding with their own 
victimisation, whereas if it is addressed, the client may deny it or claim they have been 
misunderstood (Lee, 2005). Behaviourally, Butler-Byrd (2010) described ‘overcompensating’ 
or overworking to prove personal competence. Lee (2005) suggested that therapists of colour 
learn to accommodate some of the prejudice they experienced to be accepted professionally. 
Ali et al. (2005) described distancing themselves from racist encounters due to wanting to be 
invisible, and Tinsley-Jones (2003) described modifying interventions to gain acceptance.
It has been argued that these reactions impact on the therapist’s use of self and authenticity, 
that they become distracted by their personal reactions and dilemmas and unable to be fully 
present with the client (Lee, 2005). These findings are anecdotal in nature and further 
empirical research is needed to explore them.
Returning to the microaggressions literature, MRG therapists’ experiences of supervision can 
also impact on the process of therapy. In order to examine how racial microaggressions 
manifest in the supervisory relationship, Constantine and Sue (2007) interviewed ten black
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supervisees about their experiences of working with white supervisors. The data was 
analysed using interpretive phenomenological analysis. The themes identified were: 
supervisors invalidating racial issues; making stereotypic assumptions about black clients and 
black supervisees; reluctance to give performance feedback for fear of being viewed as racist; 
focusing primarily on clinical weaknesses; blaming clients of colour for problems stemming 
from oppression; and offering culturally insensitive treatment interventions. According to 
Constantine and Sue (2007), the findings have implications for the process and outcome of 
therapy for the clients treated by supervisees. Supervisees may not receive adequate support 
to address racial issues with their clients and there is potential for the microaggression to be 
transmitted to the clients, who could feel like their racial issues are being ignored.
Given therapists are the victims of racism by clients and supervisors, Hernandez, Carranza, 
and Almeida (2010) sought to identify ways in which MRG mental health professionals 
responded to racial microaggressions in clinical practice. Focus groups were conducted with 
24 mental health professionals consisting of counsellors, psychologists and social workers 
from diverse ethnic backgrounds. It was found that participants usually went through an 
evaluative process before deciding how to respond, which involved reflecting on the situation 
alone or with others, balancing acknowledging racism with the potential for oversensitivity, 
and deciding whether to invest energy. Some confronted the aggressor directly, seeking 
support from white allies, others described self-care practices, spirituality, documenting 
incidents, mentoring and engaging in social justice practices. These strategies had evolved 
over time to cope with racism.
A number of authors have highlighted the deficiency in adequate training and models for 
minority therapists to draw upon to deal with racism in therapy and means to access 
structured support from those who have encountered similar experiences (Ali et al., 2005; 
Chao et al., 2011; Iwamasa, 1996; Lee, 2005).
Discussion
The purpose of the current review was to examine evidence regarding the possible ways that 
racism manifests in the therapeutic relationship, with the aim of determining if there is reason 
to believe that it impacts on the process and outcome of therapy. Overall, the evidence
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reviewed provides a preliminary indication that racism infiltrates the therapeutic relationship 
and has the potential to harm both parties, however further research is needed to support this.
There was preliminary support for therapist implicit racial bias, although there is controversy 
surrounding the methodological approaches employed. The microaggressions framework 
offers a conceptual model for understanding how these biases may manifest, although the 
relationship between the two has yet to receive empirical attention. Microaggressions are 
difficult to define. Qualitative studies concerning MRG clients’ experiences of therapy 
showed that it was the complex, dynamic interplay between therapist behaviour and client 
interpretation that determined the meaning of the behaviour.
Studies examining the implications of colour-blindness and WRIAS on practice found a 
relationship with therapist MCC. This provides evidence that these biases have an impact on 
therapists’ abilities to work with culturally diverse clients and it can be inferred that this may 
impact on the process and outcome of therapy. However, with the exception of Constantine 
(2007), the ways in which racism directly impacts on the process of therapy has largely 
remained speculative in the literature (for example Sue et al., 2007). Therefore, further 
empirical evidence is required.
Further research is also needed to understand the potential dynamics of racism in racially 
similar and dissimilar, therapist-client dyads. It has been argued that internalised racism or 
over-identification (Ridley, 2005) may lead to the perpetuation of racial bias in same race 
dyads (Laszloffy and Hardy, 2000). Inter-minority biases have the potential to emerge in 
dissimilar MRG client-therapist dyads (Sue, 2003), however empirical support is needed for 
this. In addition, further research is warranted regarding MRG and MJRG therapists’ 
experiences of addressing racism from clients, as this has implications for professional 
practice and therapist well-being.
Most research on microaggressions and racism in therapy has been conducted in America or 
Canada, to date no studies have been conducted in the United Kingdom. The findings may 
differ according to the context, therefore further research is needed.
The findings of the review have implications for therapists' understanding of the ways racism 
can manifest in their clinical work. The findings may also assist therapists in becoming aware
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of their personal biases, which may operate unconsciously. In addition, there is scope for 
providing further support to therapists in addressing racism in their clinical work, especially 
since evidence highlights its anxiety-provoking nature.
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Reflections on the Use of Self in Research
[Through the process of writing this review I have moved between being a victim and a 
perpetrator, a client and a therapist, and between reflecting on my past and looking to the 
future. The topic I have selected for this review is, for me, where they all intersect.
It was with some trepidation that I chose to review research on racism for this review which, 
in turn, sparked a process of self-exploration to uncover the underlying reason for my 
reticence. I was initially concerned that this choice of topic served my own self-interest more 
than the interests of my clients. It also occurred to me that I might be professionally 
categorising myself and at risk of perpetuating my own internalised stereotype of a minority 
racial group (MRG) therapist solely being concerned with minority group issues and 
multicultural practice. However, I soon recognised that these rationalisations for avoiding the 
topic merely served as a guise for my discomfort and fear about addressing racism in my 
future career as a counselling psychologist (particularly in the context of the therapeutic 
relationship) and facing up to my past experiences. I hoped perhaps that if I ignored it for 
long enough it would simply go away; however I knew that it would not.
I became concerned about how I might take racism into the therapy room as a result of my 
internalised racism and other biases acquired through socialisation. I began to question how I 
might harness my personal experiences and manage racism from clients. With this in mind, 
the topic became intrinsically linked to both my professional and personal development, as 
well as my ability to be a competent counselling psychologist.
Engaging with the literature was an emotional process: I felt sadness and anger upon reading 
material that resonated with my experiences as a victim; frustrated by the ambiguity of 
contemporary racism both from the perspective of the victim, who was left finding it difficult 
to name, and the perpetrator who was unaware of what he or she was doing. Overall, I felt 
overwhelmed by the myriad ways that racism can enter the consulting room.
On a personal level it was a healing process, providing frameworks upon which to validate 
some of my personal experiences of racism. This review took on a new meaning when, whilst 
writing it, I experienced what I felt to be a microaggression from a colleague. My newly
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acquired knowledge of the framework fuelled my anger and resulted in my grappling with 
how I ought to respond.
Some of the material I encountered offered me new insights into the defence mechanisms I 
may have developed in response to racism. This encouraged a period of introspection in 
which I considered my hidden biases and how they could, if left unchallenged, affect the 
therapeutic relationship.
In the context of my clinical practice, it was validating to discover that feeling thrown off 
balance and unsure of how to respond when you perceive that you have been on the receiving 
end of a microaggression from a client is not an unusual response. Rather than being an 
isolating experience, it is in fact a shared one.
Given that the content of the review was fraught with emotion and significance for me, it was 
difficult to be objective and avoid providing a one-sided debate based on my own assumption 
that racism exists, and it exists everywhere. Writing this review has increased my self- 
awareness and I hope that I have been able to re-balance the argument. There were times 
when I wanted to include material just because it resonated with me, as opposed to being 
directly relevant, only to remove it in an effort to recalibrate the emphasis of the review. I 
was also committed to writing a section on MRG therapists, despite the absence of much 
research in the area and that was motivated out of concerns related to my personal practice.
Overall, the review made me reflect on my past experiences, the present and also my future 
practice. It gave me a more objective understanding of what I already knew: that my personal 
history is intrinsically linked to my professional practice.
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Empirical Research 1
“A Clash of Racial Realities”: Minority Racial Group Clients’ Experiences of Therapy
with their White Therapist
Abstract
The purpose of the current study was to explore minority racial group clients’ experiences of 
the therapeutic relationship with white therapists. Eight minority racial group clients, who 
had been, or were, in therapy with a white therapist, completed semi-structured interviews 
about their experiences of therapy. The data was subject to Interpretative Phenomenological 
Analysis (IPA) in order to illuminate participants’ subjective experiences. Data analysis 
yielded five main themes: my therapist made the experience; me and my perceptions of race; 
defending the therapist defending myself; racial biases: how I see them, how I feel them; and, 
my struggle to make sense of the relationship. An overview of the first two themes is 
provided. This is followed by a more detailed account of the last three themes, given the 
added contribution they make to existing literature. The findings show universal facets of the 
therapeutic relationship featured in clients’ accounts as well as aspects concerned with racial 
differences. Some participants described experiences of subtle racism within the context of 
the therapeutic relationship. The findings are discussed in the context of literature concerning 
subtle racism and racial and ethnic minorities’ experiences of therapy. Practical implications 
of the findings are drawn out and recommendations for further research are made.
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Introduction
The therapeutic relationship is central to the ethos of counselling psychology (BPS, 2005). 
Integral to this is the active role played by us, as counselling psychologists, in collaborating 
with clients to reach an understanding of their subjective experience (Strawbridge and 
Woolfe, 2010). With this comes recognition of the personal experiences, attitudes and 
potential assumptions and biases we bring to the therapeutic relationship as a result of our 
interactions with others and the wider world, which ultimately has the potential to impinge on 
our relationships with our clients (Milton, 2010; Strawbridge and Woolfe, 2010). Therefore, 
it is a professional requirement for psychologists in Britain to maintain awareness of their 
biases and values (BPS, 2009).
Recently, Lofthouse (2010) called for counselling psychologists to acknowledge the 
possibility that they have the potential to harbour racist feelings that go beyond conscious 
adherence to professional guidelines. This is in recognition of ourselves as products of our 
socialisation within a racist society (Sue, 2005).
It is acknowledged that expression of racism has evolved from more overt forms in accord 
with prevailing socio-political norms that make it unacceptable and illegal to perpetuate racist 
ideology (Dovidio et al., 2002; Neville, Lilly, Duran, Lee and Browne, 2000; Sue et al.,
2007). This makes it challenging for therapists to identify their racial biases. Theories of 
contemporary racism are concerned with subtle, covert racism that is denied and/or operates 
unconsciously, remaining undetected by the perpetrator, but not the perpetrated (Dovidio 
Gaertner, Kawakami and Hodson, 2002).
Aversive racism theory has received the most empirical attention (for review see Dovidio et 
al., 2002). Aversive racists hold egalitarian values and their anti-discriminatory stance is 
integral to their self-image. However, their racist ideology operates at an unconscious level 
and only manifests when it can be rationalised on other grounds with the intention of 
reducing the cognitive dissonance between conscious values and unconscious feelings 
(Dovidio et al., 2002). Experimental studies concerning implicit and explicit racial biases 
have provided preliminary evidence that therapists can hold implicit racial biases that diverge 
from explicitly held attitudes (Abreu, 1999; Boysen and Vogel, 2008; Castillo, Brossart, 
Reyes, Conoley and Phoummarath, 2007). Findings are tentative, but suggest that measuring
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therapist racial biases purely in terms of explicit measures may leave out an important 
dimension of therapist attitudes.
Multicultural counselling literature acknowledges that there is potential for therapist racial 
biases to infiltrate the process of therapy when working with racially diverse clients (Sue, 
2005). Recent evidence from the ethnic matching literature suggests that the process and 
outcome of therapy is better in ethnically matched dyads compared to unmatched dyads (for a 
review see Farsimadan, Khan and Draghi-Lorenz, 2011). One possible contributing factor 
here is that racism interferes with the development of the therapeutic alliance, the strongest 
predictor of therapeutic outcomes (e.g. Horvath and Bedi 2002; Horvath and Symonds,
1991). That the therapeutic outcome is more strongly associated with the client’s appraisal of 
the therapeutic relationship than the therapist’s (Horvath and Bedi, 2002) makes it all the 
more important to understand Minority Racial Group (MRG) clients’ experiences of therapy.
It has been argued that implicit biases impact on interpersonal and social behaviours that are 
fundamental to the therapeutic relationship and there is potential for them to be activated and 
conveyed to the client unbeknownst to the therapist (Boysen, 2010). Theory regarding 
microaggression (Sue et al., 2007) provides a conceptual framework for understanding how 
implicit (and explicit) biases can operate within the therapeutic relationship.
Microaggressions are ‘brief and commonplace daily verbal, behavioural, and environmental 
indignities, whether intentional or unintentional, that communicate hostile, derogatory, or 
negative racial slights to the person target or group’ (Sue et al., 2007, p.273). The authors 
distinguish between three forms of microaggression, which manifest both verbally and non­
verbally: microassaults, which are most aligned to overt acts of racism that are intended to 
harm the victim; microinsults, which are more inconspicuous exchanges that often occur out 
of the awareness of the perpetrator in the form of disrespectful, tactless exchanges that 
humiliate the victim and denigrate their racial background; and, microinvalidations, which 
minimise, discredit and undermine the authenticity of the victim’s lived experience.
Sue et al. (2007) argue that the most problematic aspect of microaggression is that it is often 
inconspicuous to the aggressor, difficult to discern for the victim and typical in everyday 
interactions. This leads to conflicting racial realities for both parties; victims have difficulty 
in proving that microaggression has occurred, perpetrators minimise the significance of such
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incidents and the victim is left having to weigh up the costs and benefits of responding (Sue 
et ah, 2007).
The authors propose how microaggression can become apparent in white-therapist/client-of- 
colour therapy dyads. The crux of their argument is that, when therapists perpetrate 
microaggression, the therapeutic alliance is likely to be weakened as the client detects the 
behaviour and questions the therapist’s credibility. Due to the power differential in the 
relationship, the client may be reticent to raise the incident and suppress their anger. The 
authors contend that this could have a detrimental effect on the outcome of therapy, such as 
early termination. Given the humanistic value base underpinning our practice as counselling 
psychologists, it is fundamental to the ethos of our tradition that we recognise potential biases 
as they may impede our ability to be with clients and offer the core conditions of 
genuineness, acceptance and empathy (Strawbridge and Woolfe, 2010).
Research in this area is in its infancy and, to date, only one study has been conducted to 
examine the impact of racial microaggression, or indeed racism, on the process and outcome 
of therapy (Constantine, 2007). The participants consisted of 40 African-American clients 
who had completed treatment with a white therapist. They were asked to rate the quality of 
the working alliance, the occurrence and impact of microaggression, their level of satisfaction 
and the therapist’s level of multicultural and general competence. The findings showed that 
greater perceived microaggression was significantly predicative of a weaker working alliance 
and ratings of counsellor general and multicultural competence. The findings provide 
preliminary support for the detrimental impact of therapist microaggression on the process 
and outcome of therapy, but further empirical support is warranted.
While qualitative studies have been conducted to explore the manifestation of 
microaggression in a range of contexts (e.g. Constantine and Sue, 2007), no empirical studies 
have been conducted in the context of the therapeutic relationship. Sue et al. (2007) provided 
illustrative examples, but they are speculative in nature, and, therefore, are yet to be 
illuminated further.
Qualitative studies conducted to examine other issues pertaining to being an ethnic minority 
client have found that some participants lack confidence in therapists’ abilities to remain 
unbiased, are concerned about being stereotyped, feel that white therapists might lack
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understanding of the significance of racism in their lives (Chang and Berk, 2009; Thompson, 
Bazile and Arkbar, 2004) and express mixed feelings about their therapist bringing up the 
issue of race (Gerrard, 1991; Thompson, Bazile and Arkbar, 2004; Thompson and Jenal, 
1994). Some participants suggest that they would interpret signs of therapist anxiety around 
racial issues as being indicative of their attitude, incompetence and unwillingness to discuss 
race, while others would view their therapist addressing race as being indicative of racism, 
i.e. viewing them as different when they want to be treated like everyone else (Chang and 
Berk, 2009; Gerrard, 1991; Thompson, Bazile and Arkbar, 2004). This illustrates how one 
behaviour, in this case that of not addressing race, can be interpreted as a microaggression for 
different reasons. The findings show that racial biases are not straightforward to identify and 
involve a complex interplay between therapist behaviour and client interpretation, leaving the 
therapist in difficulty regarding the addressing of race (Lee, 2005).
Evidence from qualitative studies has highlighted the difficulties of addressing race for white 
therapists and the anxiety and discomfort this can cause them, which manifests emotionally, 
physiologically, behaviourally and cognitively (Knox, Burkard, Johnson, Suzuki and 
Ponterotto, 2003; Sue, Rivera, Capodilupo, Lin and Torino, 2010; Utsey, Gemat and 
Hammar, 2005). There is potential for therapist affect to be experienced as microaggression 
by clients (Sue et al., 2010; Utsey et al., 2005). Deciding whether to bring up race has been 
described as a ‘double-bind’ for white therapists (Lee, 2005), whereby they fear being viewed 
as racist if they do bring it up, and risk accusations of insensitivity and lack of awareness if 
they do not. This is problematic given counselling psychology’s focus on the primacy of an 
individual’s subjective experience (Strawbridge and Woolfe, 2010), as it shifts focus away 
from making interventions in accordance with this.
Individual differences have been found in perceptions of the significance of racial differences 
in a sample of largely satisfied clients (Chang and Yoon, 2011). Some viewed mismatch as a 
barrier to developing a bond with the therapist, resulting in them not bringing up certain 
issues due to fear of experiencing microaggression through therapist insensitivity, lack of 
interest or ignorance. Some participants felt it had minimal impact if the core facilitative 
conditions were in place, and others viewed it as facilitative (Chang and Yoon, 2011).
In their qualitative study, Chang and Berk (2009) found that MRG clients who were satisfied 
with their experience of therapy emphasised the core-facilitative facets of the therapeutic
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relationship such as acceptance, genuineness, respect and therapist responsiveness. They 
tended to minimise the significance of the therapist’s race and the importance of race to their 
presenting concerns, compartmentalise race rendering it insignificant even if it appeared not 
to be, emphasise benefits of working with therapists of a different race and identify with the 
therapist.
It is thus possible for microaggression to happen regardless of satisfaction and with varying 
impact. If satisfied clients also limit what they bring to therapy due to fear of microaggression 
this suggests that they are relevant to clients regardless of levels of satisfaction and there is a 
need to explore MRG client experiences of therapy with Majority Racial Group (MJRG) 
therapsits in view of this.
Overall, existing research provides a preliminary indication that MRG clients can experience 
racial microaggression in the context of the therapeutic relationship and white therapists can 
perpetuate them. However, currently, little is known about the nature of these instances of 
racial microaggression and how they are expressed by therapists and experienced by clients. 
Sue et al. (2007) suggest that there is often a clash of racial realities between white and MRG 
individuals and that these differing experiences have yet to be understood in the context of 
the therapeutic relationship.
In addition, to date, no studies concerning MRG clients’ experiences of therapy have been 
conducted outside of North America. It is possible that differences in the historical context 
and cultural climates between Britain and North America could give rise to different 
expressions of racism (Hodson, Hooper, Dovidio, and Gaertner, 2005). There is evidence to 
suggest that aversive racism does exist in Britain (Hodson et al., 2005), but also that 
stereotypes differ between North America and Britain. Given that the therapy room has been 
described as a microcosm of society, it seems likely that the forces at play could vary as a 
function of differences in context.
The Current Study
Given that little is known about MRG clients’ experiences of therapy with white therapists, 
particularly in a British context, the current study adopts a qualitative explorative approach to 
address the following research question: What are MRG clients ’ experiences o f the
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therapeutic relationship with their white therapists and, i f  any, o f subtle racism in that 
relationship?
It was decided to focus on MRG clients who had been in therapy with a white therapist as the 
two subjects differ in terms of minority and majority racial group status respectively, 
allowing exploration of experiences in light of this difference.
The main aim of this study is to better understand MRG clients’ racial experiences in the 
context of their relationship with their white therapists and how they make sense of them. The 
study aims to explore clients’ shared and subjective experiences, particularly given the 
nuances the literature suggests in individual racial experiences.
The objectives of the study are to: understand the ways in which clients determine the 
relevance of racial differences in the therapeutic relationship; identify shared (and unique) 
experiences of race becoming salient in the relationship (including microaggression, if any); 
gain an essence of the way in which the significance of these experiences is decided.
A qualitative approach will offer a contextualised understanding of the complexity and detail 
of MRG clients’ subjective experiences (Creswell, 2007; Ponterotto, Kuriakose and 
Granovskaya, 2008; Smith, 2008). This is salient, given the complex interplay between 
therapist behaviour and subjective client interpretation in relation to experiences of therapy.
The aims and objectives of the study lend themselves to a phenomenological epistemological 
stance to data analysis (Smith and Eatough, 2007). Therefore, the data was analysed using 
Interpretative Phenomenological Analysis (IPA), which seeks to explore participants’ 
subjective experiences and how they make sense of them through idiographic enquiry (ibid.). 
It takes into consideration the active role of the researcher in making sense of the clients’ 
experiences through seeking to gain an inward understanding from the clients’ perspectives, 
whilst also standing back from the research and interpreting it from an outsider’s perspective 
(ibid.). The approach is inductive, hence, remaining loyal to participants’ narratives. Like 
counselling psychology, the method is informed by humanistic values, while also being 
regarded as an academic mode of enquiry (ibid.).
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The findings will contribute towards further understanding of the impact of racial biases on 
the process and outcome of therapy. It will contribute to literature regarding multicultural 
clinical practice and will potentially have implications for clinical practice in terms of 
therapist identification of racial biases and the management of them in situ.
Method 
Participants and Recruitment Procedure
A purposive criterion sampling strategy (Patton, 1990) was used in order to recruit eight 
MRG individuals who have previously been, or are currently, clients who have had, or are 
undergoing, therapy with white therapists. This has been deemed an acceptable sample size 
for IPA studies (Smith and Osborn, 2008). The criteria for participating in the study were: 
self-identification as a member of a minority racial group; having been, or currently being, 
engaged in one-to-one therapy for a minimum of six weeks in accordance with other 
literature in the area (Chang and Berk, 2009). If therapy had terminated this had to have been 
within the last twelve months. It was required that participants could comprehend English and 
were not severely distressed when given the implications of their ability to provide informed 
consent (Barker, Pistrang and Elliot, 2002). Both males and females were invited to 
participate in the study and there were no age limits.
A favourable ethical opinion was obtained from the university’s Faculty of Arts and Human 
Sciences Ethics Committee before participant recruitment commenced (see Appendix 1). The 
researcher approached individuals who met the study criteria. These consisted of trainee 
counselling psychologists who are required to undergo therapy as part of their training and 
other individuals known to the researcher through personal contacts.
Potential participants were given an information sheet (see Appendix 2) outlining the purpose 
of the study, what participation would involve, their rights to not participate and to withdraw 
at any time and measures to protect their confidentiality. They were asked if the researcher 
could contact them one week following the interview to ask for their reflections on the 
process. Once agreement to participate was secured, participants were asked to provide 
informed consent (see consent form in Appendix 2).
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The eight participants consisted of six females and two males. Participants ranged in age 
from 23 to 40 years. The participants were diverse in terms of their self-defined racial 
identity; two defined themselves as Indian, one British Irish Indian, one Chinese Malay, one 
British Chinese, one Black African, one Danish Iranian and one as ‘Coloured’. Six of the 
participants were bom outside the UK and two were bom within the UK. Information 
regarding sexual orientation was not explicitly requested but one participant self-identified as 
homosexual during the interview. Five participants possessed postgraduate degrees and three 
were educated to undergraduate level. Five participants were trainee counselling 
psychologists, one worked in finance and two were currently stay-at-home mothers.
All of the participants saw their therapist in private practice. At the time of the interview, six 
participants were in ongoing therapy, while two had terminated therapy, one two weeks 
before the interview and one six months before. The duration of therapy ranged from four 
months to eighteen months. All participants saw a white therapist, seven were female and one 
was male. The modality of the therapists varied; three of the participants were seeing 
psychodynamic therapists, two were integrative, one was a psychoanalyst, one was gestalt 
and one was existential. The participants’ reasons for seeking therapy were wide ranging and 
generally consisted of more than one issue. Five of the participants were required to be in 
therapy as part of their doctorate in counselling psychology. Other reasons for seeking 
therapy included depression (2), wanting to address personal issues (3), to gain greater self- 
awareness (2), anxiety (1) and bereavement (1). None of the participants discussed their 
concerns in terms of racial or cultural issues.
Procedure
Individual semi-stmctured interviews were conducted with the participants in order to 
explore their individual meaning-making processes (Smith and Eatough, 2007). The aim was 
to put the participants at ease and facilitate the development of rapport between participant 
and interviewer (Smith and Osborn, 2008), particularly given the sensitive nature of the topic. 
The approach provides some structure to guide the interviewer while allowing flexibility to 
follow-up novel areas that emerge during the process (Smith and Eatough, 2007).
The interviews were conducted using the schedule developed based on a review of literature 
regarding microaggression, aversive racism and experiences of cross-racial therapy dyads
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(see Appendix 3). The schedule consists of broad, mainly open-ended questions and prompts 
to facilitate discussions (Smith and Eatough, 2007; Smith and Osborn, 2008). Once 
developed, the interview schedule was piloted and modified in accordance with suggested 
improvements. The main areas addressed were: experiences of therapy, experience of 
working with the therapist, experiences of racial differences between therapist and client, 
experiences of race becoming salient in therapy and the significance of race to the therapeutic 
relationship. All the interviews started with participants being asked for demographic 
information, followed by a broad question about their experience of therapy. The structure of 
the rest of the interview was led by the material discussed by each participant.
Participants were interviewed face to face by the researcher. A suitable time and location for 
interview was arranged with the participants. Interviews lasted for 45-60 minutes. Following 
the interview participants were debriefed about the purpose of the study, given the 
opportunity to ask questions and given the researchers contact details should they have any 
concerns or queries at a later stage.
The interviews were audio-taped and transcribed verbatim. Identifiable information was 
removed and the transcripts assigned a code. The interviewer checked the verbatim against 
the audio-recording to ensure accuracy (refer to Appendix 4 for sample transcript).
Analytic Procedure
The data was subject to IPA in accordance with the procedure outlined in Smith and Eatough 
(2007) and Smith and Osborn (2003).
Each interview transcript was read and re-read in detail to enable the researcher to become 
immersed in the data, provide an overall perspective of the interview and ensure that 
subsequent analysis remained loyal to the participants’ accounts. Initial thoughts, key terms, 
labels, comments, contradictions, interpretations and potential points of interest were noted in 
the left margin of the transcript. Subsequently, the right-hand margin was used to crystallise 
the notes and comments into emergent themes that captured their essence. Attention was also 
given to interpretation of the underlying meaning of participants’ articulations while 
remaining loyal to the content of their narratives. The next stage involved identifying 
connections between the themes and grouping them accordingly into clusters that related to
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similar topics or concepts. The themes and connections were checked against the intemew 
transcripts to ensure they maintained the content of participants’ narratives; in this sense the 
process has been described as iterative (Smith and Osborn, 2003). Several themes were 
excluded as a result of this process.
The clusters of themes were named to provide an overarching descriptive indicator for the 
sub-themes they represented, referred to as the super-ordinate themes. A table was produced 
for each transcript, which contained the super-ordinate themes, the sub-themes that 
constituted them and indicators of where they could be found in the interview transcript. The 
themes were then examined across the transcripts and an amalgamated list of master themes 
was developed for the data set. This was again checked against the transcripts to ensure they 
reflected participants’ accounts.
Assessing the Quality of the Study
The study is transparent in terms of epistemological assumptions and the methodology 
employed (Yardley, 2000).
A reflexive approach to the research process was adopted to fully acknowledge how the 
researcher’s own background and perspective could affect interpretation of the findings and 
essentially ‘bracket out assumptions’ (Elliot. Fischer and Rennie, 1999; Yardley, 2000) (see 
section on reflections on use of self). There was an ongoing process of noting emotions, 
personal reactions and biases (Constantine et al., 2008).
Demographic information and contextual information has been provided in order to situate 
the sample (Elliot et al., 1999). A coherent account of the findings is presented and the 
analysis is supplement with illustrative examples (Elliot et al., 1999; Yardley, 2000).
A process of peer-review took place in collaboration with the researcher’s supervisor in order 
to ensure the credibility of the data through challenging the conclusions drawn, uncovering 
the researcher’s assumptions and highlighting areas lacking in transparency (Lincoln and 
Cuba, 1985).
Pseudonyms have been used in the report of the findings presented in the next section.
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Results
Five super-ordinate themes emerged from the participants’ accounts; they were: my therapist 
made the experience; me and my perceptions of race; defending the therapist, defending 
myself; racial biases: how I see them, how I feel them; and, my struggle to make sense of the 
relationship.
While each theme is concerned with different concepts that emerged during the analysis, 
there is some degree of interrelatedness between them. This section provides a detailed 
account of the last three themes. This decision was not based on the prevalence of themes 
across the participants’ accounts but on the added contribution they make to the existing 
literature and the rich psychological understanding they provide of these facets of 
participants’ experiences. The last two themes largely draw on the accounts of four 
participants, but they have still been selected as they provide a more nuanced understanding 
of MRG participants’ experiences. An overview of the first two themes is provided in order 
to gain an overall view of the findings gleaned from participants’ accounts.
My therapist made the experience
All participants described therapist factors that mainly facilitated their experience of therapy 
in terms of encouraging openness, comfort and development of the therapeutic relationship. 
In essence, it could be inferred that the therapist made the experience. Therapist factors 
related to therapist skills and techniques, therapist personal qualities and some participants 
spoke of them in terms of these facets transcending cultural barriers. Skills and techniques 
deemed important included staying in the here and now, providing a reparative relationship, 
experiential techniques, attentiveness to non-verbal communication and therapist self­
disclosure. For some participants, their therapist’s cultural competence was deemed to be 
salient to their positive experience. Participants spoke of the importance of therapist qualities 
such as warmth, genuineness, respect, being non-judgemental, showing humanity, being 
down to earth, relaxed, supportive, open, calm and accepting. The qualities essentially relate 
to the core therapeutic conditions.
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Me and my perceptions of race
This super-ordinate theme is concerned with client factors that feed into their appraisal of the 
experience, which related to them and their perceptions. Half of the participants described 
benefits of having a racially dissimilar therapist or perceived disadvantages of having a 
similar one. A small number of participants spontaneously raised past and present 
experiences of racism in their narratives. They appeared to be contextualising their 
experiences in therapy in terms of wider life experiences (e.g. T have grown up with really 
in-your-face racists who would shout insults at you’). Others emphasised how they perceived 
racial issues not to be relevant to their current concerns. In some participants’ accounts, the 
focus was on other perceived areas of similarity or difference to the therapist, while others 
seemed to suggest that they had realistic expectations about what they expected the therapist 
to know about the significance of race in their life (e.g. T couldn’t expect her to know 
everything’).
Defending the therapist, defending myself
A pattern of defending the therapists or themselves appeared to emerge across all 
participants’ accounts. None of the participants explicitly mentioned this, but it was inferred 
from their narratives. There appeared to be a variety of functions served by this. For some of 
the participants, it seemed to distance their therapeutic relationship from racial biases making 
it safe to discuss them. For example, when asked how important she felt the racial differences 
between her and her therapist were, Kay stated:
Not with my current therapist, no, but it can be for some of the other therapists I 
have met, but my personal therapist then no way.
It seemed important for Kay to convey that racial differences were not important in her 
therapeutic relationship, but locating the possibility in other therapists appeared to open up 
the topic for discussion, as shown in her account below:
Because I have spoken to other therapists before ... and [pause] there are sometimes 
that you can hear the judgment seeping out from them because I’m Asian so I’m 
meant to be very hard working, very focused on my studies and always in the
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library and always worship my parents and they will be like don’t you have a mind 
of your own ... but my personal therapist doesn’t give me that feeling.
This perhaps allowed Kay to discuss her experiences of feeling judged, but in a way that 
preserved the integrity of her current therapeutic relationship in which she did not feel judged 
by her therapist. It is possible that this was also the objective for those participants who 
appeared to rationalise potential biases after having described them. A typical example could 
be found in Ahmed’s account, when discussing a time when he felt he experienced a racial 
bias:
Yeah, when she was doing those hand movements and a lot of the time I would 
think what is her problem? within myself, and she was trying to express herself, 
not verbally but sort of behaviourally, and sometimes I found it quite, [making 
hand gestures to make a box] but when I think back maybe it was her way of 
trying to make me angry, her way of trying to get me to express myself more 
verbally and behaviourally. Maybe it was just part of her technique.
Ahmed started to talk about his feelings in relation to what he felt may have been conveyed 
by the therapist but then changed tack and appeared to rationalise it by attributing it to 
therapist technique, which served to benefit him. Participants appeared to support their 
defence of the therapist in various other ways, such as evaluating the therapist against the 
backdrop of their own sensitivity:
I’m sensitive to racial things as well so that’s why I’m saying that, with the 
sensitivity that I have I didn’t feel it in my personal therapist.
Another client’s experience of possible racism perpetrated by her therapist was described as a 
matter of interpretation by Sheila, who was discussing talking to her therapist about the 
allegations that had been brought to her attention:
I said I met someone who has been in therapy with you before and she said 
that you have made some racist comments but when I ask this person what 
kind of comments were made it was things like erh have you travelled far to 
come here and erh.. .yeah and something like that which can be interpreted in
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different ways which doesn’t have to mean that it is racist comment because 
the way that person looked at it was have you travelled far means that because 
she is from an ethnic minority, she stays in a different area kind of thing and 
to where I live, it’s a distance away and so ... yeah.
Sheila appeared to discuss racism as a matter of interpretation to open up the possibility that 
her therapist was not racist through highlighting the complexity of the situation. This, in part, 
appears to shift some responsibility away from the therapist and may have been part of what 
she had to consider before deciding to continue with therapy, hence, possibly also explaining 
her decision.
A small number of participants appeared to defend their decision to remain in therapy, 
despite expressing dissatisfaction with the therapist in their accounts. They seemed to offer a 
multifaceted explanation for remaining in therapy, which included the lack of availability of 
other therapists in their area, getting what they paid for, their programme of study looking 
unfavourably at them for changing therapist, attributing dissatisfaction to the modality and 
attempts to take something good out of the experience (e.g. T learnt how I don’t want to be as 
a therapist’). Alongside these apparent rationalisations, participants described experiencing a 
‘dilemma’ about leaving. This is apparent in Charlene’s account:
Well I did think about that and then, and then I’m stuck with the dilemma of leaving 
and what leaving means, does leaving mean that I can’t stick through therapy when 
it’s difficult or what does leaving mean? And because it’s such an interpretative 
environment you can’t help but start interpreting so I almost feel trapped in it.
It seems the prospect of leaving encouraged Charlene to reflect on what it would say about 
her, leaving her feeling ‘stuck’ and ‘trapped.’ Another example of this sense of being stuck 
can be found in Jasmine’s account:
Each time I think of leaving her I think what if I leave and go to someone else 
who is worst, where my colour would be an even bigger issue, so then I force 
myself to stay with her.
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It appears that the fear of potentially ‘worse’ biases from an unknown therapist led to 
Charlene to stay with what she knows. She also appeared to hold onto a sense of hope, as 
illustrated below:
So when I think of going I think oh god I’ve got to see that woman and yet I stay 
seeing her, I think because part of me would like to believe that maybe she will 
see who I am with time and colour won’t matter, won’t be in the room.
Charlene appeared to recognise the conflict within her, of staying despite her dissatisfaction, 
and it appeared that the small part of her that was holding onto hope was powerful enough to 
keep her there. Perhaps for those who defended the therapist, this also served the function of 
defending the therapeutic relationship and/or the participant themselves.
Racial biases: how I see them, how I feel them
This theme captures participants’ accounts of the nature of racial biases in the therapeutic 
relationship. All participants who spoke of racial biases in therapy described how they were 
expressed indirectly. A typical example is in Ahmed’s account, below, in response to being 
asked how the racial biases he encountered were conveyed to him:
She would never do it directly but a lot of times she would express herself 
behaviourally quite strongly, ‘it would seem like everything is so this, in a 
box’ [making box like hand movements] she would do this thing with her 
hands like everything is in a box and it doesn’t have to be like this and you 
just have to free yourself and I didn’t tell her but I would just think what do 
you mean by free yourself, maybe you should free yourself?
Ahmed suggested that biases are never expressed directly by his therapist, but he appeared to 
be interpreting them from her behaviour, some of which was non-verbal. This appeared to 
cause him some irritation as expressed by him wanting to tell her to free herself.
Participants discussed assumptions conveyed to them by their therapists. Charlene’s account 
provides an example:
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I was annoyed we spent the first couple of sessions talking about how, what it 
would mean and feel like for me to go back to Africa and what would that 
represent? And did I feel I lost part of me by leaving Africa, all of which was No!
But I was annoyed that she needed to explore that and couldn’t get that home for 
me was actually my husband and children.
Charlene appeared to be angered by the inferences the therapist was making about where 
home was to her and her inability to understand her subjective view expressed by ‘home for 
me’. In another example emerging from her account, Charlene described assumptions of 
difference conveyed to her by her therapist:
I’m not sure how YOU guys refer to it you know and I’m thinking what do 
you mean by you guys? You know. I’m not sure if that’s how you were 
brought up you know so I’m not sure what it was like for you, like it would be 
different [laughs] or presuming it would be different.
Similarly, Kay described therapists’ making assumptions based on stereotypes:
Other therapists who would say you fit into my ... the cultural stereotype that I have 
in my mind and ... because you just spoke about your parents and like yeah I say 
I’m loyal to my parents but that doesn’t mean that I don’t have a mind of my own 
and I think that English people, can be loyal to their parents as well that doesn’t 
have to be just Chinese.
Kay appeared to express dissatisfaction about her subjective experiences not being 
acknowledged and her therapist’s failure to take a more global perspective on her concerns.
All participants that talked about racial biases described their affective responses to them, 
which included anger, irritation, frustration, disappointment and being fearful of judgement 
and therapist assumptions. For example, Ahmed explained:
I felt anger, yeah and a little bit of distrust as well that maybe I should have 
shouldn’t tell her too much because maybe she will be judgemental and she will 
make assumptions about things which are not really there or things that are not the
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way that she thinks. So sometimes I had to like repeat myself and say no it’s not that 
way it’s this way, you misunderstood me which was annoying [sic].
Charlene seemed to describe a hope for her therapist to see beyond her colour:
Yeah I’m hoping she will see that it doesn’t matter if I’m green or brown or black 
it’s the person and as a therapist it’s the person and the person’s issues and life 
struggles you are helping them with not what you perceive them to be on the 
outside.
It appears her sense of self was feeling overlooked and uncared for and instead she felt that 
she was seen for her colour.
Some participants explained reacting to perceived racial biases by becoming defensive. For 
example, Kay stated:
I mean I can imagine if I’m engaged in therapy with somebody uhm some therapists 
that I’ve m e t... I would be too busy defending myself that this is not my culture 
this is me and this is part of me.
Charlene appeared to use laughter as a coping mechanism:
I’m able to laugh it off because I know where it is coming from and it wouldn’t be 
my first encounter with race being a problem or colour or perception of colour being 
a problem.
A small number of participants described the struggle of addressing racial issues. For 
example, Kay describes it as a double-bind:
A fight to ... a fight away from the stereotype that is attached to my culture ... uhm 
some things are very difficult to explain to somebody else and in not being able to 
explain you then fit into the stereotype it’s like a double-bind and that is the fight.
The potential impact on therapy was made explicit in the accounts of a few participants:
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Because I am probably her first mixed-race client and she doesn’t know how to be 
with that and I think that that has come in the way of us having a good working 
alliance.
Ahmed seemed to suggest that he still had a rewarding experience, despite the racial 
differences and perceived racial biases he discussed in other parts of his account:
No matter what, I did feel that we came from two completely different worlds, but I 
don’t think we met each other half way, we probably met each other quarter way but 
that quarter way was still a very rewarding thing.
Meeting on some level seemed to contribute to a rewarding experience.
My struggle to make sense of the relationship
This theme pertains to a minority of participants who described a negative experience of 
therapy and their process of making sense of it. The participants varied in relation to racial 
differences factoring in their understanding. Charlene initially appeared to express 
dissatisfaction with the therapist bringing race into the room:
I didn’t think it was a problem but the fact that she brought it up in our first session 
made me very aware that my colour was in the room even though I hadn’t brought it 
into the room.
It appears that colour was made a ‘problem’ by the therapist, that the decision was not client- 
led. Later, she appeared to contradict this, stating:
People do assume a lot and because my colour does cover all of me it isn’t 
something I can change, hide or disguise its something that is part of me and very 
obviously there in the room.
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Here colour is something that is present regardless of the therapist. Perhaps this reflects a 
desire for colour to be seen when it is deemed relevant, but not when it is not. Charlene went 
on to question the therapist’s motives:
I was comfortable with the colour difference and so I don’t know if her 
investigation was to establish if I was comfortable or to establish if she was 
comfortable.
She seemed to bring in the possibility that raising race was part of the therapist’s agenda, as 
opposed to her own.
Anjali, on the other hand, explicitly stated that racial differences did not factor in her 
understanding of her experience:
I’ve thought about it more as a difference in personalities with her, she is a very 
different sort of a person from whom I am. I haven’t thought about it as a racial 
difference yeah because I know a lot of people from different races who are quite 
similar and who I can get on with so it has been more of a personality difference for 
me than a racial difference so no, so it’s not something I have thoughts about or has 
bothered me.
Anjali appears to make sense of her experience of therapy by thinking about it in terms of a 
personality difference between her and her therapist and racial differences seem to be less of 
a concern to her. Although, previously in her account she had discussed not bringing issues 
pertaining to race and culture to her therapist because of her perception of the therapist’s 
inability to understand.
Participants who appeared to try to make sense of the therapeutic relationship considered 
factors other than race in contributing to their experience. This included the therapists’ abuse 
of power, self-responsibility, the therapeutic modality and trying to understand their 
experiences through curiosity about the therapists’ practices in other contexts.
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Discussion
The present study sought to address the gap in the literature regarding MRG clients’ 
experiences of the therapeutic relationship with their white therapists, and, if any, of subtle 
racism within that relationship: It is the first study concerned with the topic to be conducted 
in a British context. Overall, the findings show that the universal elements of therapy were 
fundamental to clients’ experiences, as well as those concerned with their racial experience. 
The overall findings are similar to those of Chang and Berk (2009), who found that MRG 
clients described universal, etic aspects of their experience of therapy with white therapists as 
well as emic, or culture specific aspects.
All participants spoke of the role of therapist factors in facilitating their experience of 
therapy. Their accounts centred on the salience of therapist qualities that related to Roger’s 
(1951) core facilitative conditions of warmth, genuineness and empathy. This in turn fostered 
the development of the therapeutic relationship, which appears to be of universal importance 
to clients. Participants also emphasised the importance of specific therapist skills and 
techniques. These findings add further support to existing literature concerning MRG clients’ 
experiences of therapy (Chang and Berk, 2009).
The findings suggest that client factors also feed into their appraisal of the therapeutic 
experience. Some participants perceived racial difference as facilitative to the therapeutic 
relationship, while others saw it as insignificant, instead highlighting other areas of perceived 
similarity or dissimilarity. This supports existing literature regarding clients’ perceptions of 
the significance of race in the therapeutic relationship (Chang and Yoon, 2011). Interestingly, 
a few participants spontaneously brought up racism within the wider context of their lives and 
personal histories. This was likely to serve as a lens through which they interpreted their 
experiences. It is likely that experiences of racism were particularly salient for these clients, 
given that they brought it up independently. The life experiences of racism of the other 
participants were not explored in the interview. Future research would warrant taking this 
into consideration, as it seems an important individual difference that may impact on clients’ 
interpretations of potential biases.
The possible need to defend the therapist and/or themselves was inferred from the 
participants’ accounts. This finding is very tentative and should be interpreted with caution as
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it was not mentioned explicitly by any of the participants but was inferred from their 
narratives. This took different forms. Rationalising potential therapist biases may serve to 
explain them away. It is possible that this relates to the catch-22 of responding to 
microaggression, as described by Sue et al. (2007), whereby the victim is placed in a difficult 
position about how to respond. Amongst other potential responses, Sue et al. (2007) suggest 
that the victim may engage in self-deception to deny that the incident occurred or to 
rationalise their not responding to it. Distancing racial biases from the participants’ current 
therapeutic relationships appeared to make them safer to discuss. Talking about them on a 
global scale may have served to protect the integrity of the relationships and distance the 
participants from focusing on the personal relevance of sensitive and potentially painful 
topics. Sue et al. (2010) found that white therapists adopted a similar strategy and the authors 
suggested that this limited their personal engagement with anxiety-provoking material.
The study found that a small number of participants talked about staying in an unsatisfactory 
therapeutic relationship. They expressed feelings of being trapped, blaming themselves, 
fearing the unknown and holding onto hope. It is possible that this mirrors the powerless 
position that oppressed minority groups experience in wider social contexts (Sue et al., 2007). 
As counselling psychologists, we should remain aware of how our therapy rooms can become 
a microcosm of society and should ensure that we uphold high standards of anti- 
discriminatory practice to empower clients as opposed to perpetuating oppressive 
circumstances that they may encounter in the wider world (BPS, 2009).
The findings extend literature regarding the nature of racial biases that MRG clients may 
experience within the context of the therapeutic relationship. In accordance with literature 
regarding contemporary racism (Dovidio et al., 2002) and microaggression theory (Sue et al., 
2007), participants emphasised the subtle expression of biases that can also be conveyed 
through non-verbal communication. The instances of possible subtle biases described by the 
participants provide support for some of the categories in the microaggression framework of 
Sue et al. (2007), within the context of the therapeutic relationship. For example, assumptions 
about where ‘home’ is for a client or about them being ‘different’ can be regarded as forms of 
microinvalidation. Pathologising cultural values or communications, such as quietness, is a 
form of microinsult.
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The findings suggest that MRG clients’ responses to microaggression can include becoming 
defensive, angry, frustrated and irritated, which have the potential to impede the process of 
therapy. A small number of participants felt that subtle racism did impact on the development 
of a therapeutic alliance, in accordance with the hypothesis of Sue et al. (2007). Others felt 
that they gained from the therapeutic process, despite the subtle biases they felt they 
experienced. The personal significance of subtle racism, how it fits into wider appraisal of the 
therapeutic relationship and other individual difference variables are likely to impact on 
clients’ interpretations of subtle racism and the resultant impact it has on their therapeutic 
experiences. This serves again to highlight the complex interplay between therapist 
expression and client interpretation in determining whether or not subtle racism has occurred. 
Further research should also focus on therapists’ experiences of therapy with MRG clients, to 
provide an understanding of the dynamics at play from their perspectives. While the findings 
provide an indication that subtle racism impacts on the process of therapy and supports 
existing literature (Constantine, 2007), further research is warranted regarding the potential 
impact on the process and outcome of therapy.
The findings support existing literature on the difficulties surrounding the raising of racial 
differences with clients, given the variability of how clients may interpret this (e.g.
Thompson et al., 2004) and therapists anxiety about doing it (e.g. Utsey et al., 2005). Along 
with the existing literature, the findings suggest the importance of understanding the clients’ 
subjective experiences remaining at the forefront of practice, as opposed to making 
‘textbook’ interventions that serve to neglect it (Lofthouse, 2010). Similarly, the findings 
show that participants appear to make a multifaceted appraisal of their experiences and the 
significance attributed to race in this is likely to be variable.
The current study focused on exploring the experiences of a specific group of participants; 
therefore, the findings cannot be regarded as being representative of MRG clients’ 
experiences of therapy with MJRG therapists in general. The majority of participants were 
female and over half were trainee counselling psychologists. Therefore, there remains a 
variety of other perspectives yet to be investigated. Participants in the current study, self- 
identified as coming from a range of racial backgrounds, have provided rich data, but it may 
also be useful to explore the experiences of specific racial groups.
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In addition, the current study only explores the experiences of MRG clients in therapy dyads 
where the therapist is from the MJRG. Further research is warranted regarding the racial 
experiences of clients in other dyad compositions, such when the therapist is from the same 
MRG group as the client, or from another MRG group.
The findings have some implications for the clinical practice of counselling psychologists. It 
is central to the ethos of our tradition to stay with the participants’ subjective experiences, but 
our biases may prevent us from doing this as we make assumptions based on them.
Therefore, it is essential that we continue to engage in personal development. Given that 
subtle racism involves a complex interplay between therapist behaviour and client 
interpretation, we need to remain open to our behaviour being interpreted in a variety of ways 
and foster an environment that facilitates open discussion of these issues. We also need to 
maintain awareness of how our clients’ individual circumstances and histories have the 
potential to feed into how they interpret our behaviour. Clients may continue to remain in the 
therapy when they feel they have experienced biases as it may mirror the oppression they 
experience in life. In accordance with the ethos of our profession, it is essential that we 
engage in anti-discriminatory practices and do not collude with wider oppressive systems.
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Reflections on the Use of Self in Research
[I approached this research as a British-born Indian female who has experienced both overt 
and subtle forms of racism. Therefore, I brought to the endeavour my belief in the existence 
of racism along with its evolution into a more nebulous form and with the personal wounds 
from my own experiences.
My beliefs and background, coupled with becoming immersed in the existing literature 
regarding subtle racism and the potential for it to manifest in therapy, served to skew my 
perspective. I came to expect instances of perceived subtle racial biases to be far more 
prevalent across the sample then they turned out to be. It was as though the part of me that 
also has a strong belief in the primacy of the therapeutic relationship and its potential to 
provide a positive experience of therapy became overshadowed by expecting to see nothing 
but instances of racial biases across my data. My expectations neglected to take in account 
the range of experiences that could emerge in participants’ accounts and the known 
facilitative role of the core conditions.
I began to lose sight of my own experiences as the client of a white, German, homosexual, 
male therapist. My therapist could not be more different from me, but when I reflect on my 
experience with him I cannot think of a single occasion where I have felt that he was 
conveying racial biases. According to the framework of Sue et al. (2007), there could be 
occasions were others might have felt he was perpetrating microaggression, but not against 
the backdrop of my subjective, lived experience from which I interpret his behaviour. For 
example, he sometimes uses his experiences of being from an LGBT group to convey his 
understanding of some of my experiences of coming from an MRG, focusing on the 
commonality of us both holding minority group status. I have viewed this as helpful, but I 
could have viewed it as an attempt to deny individual racism according to the framework. 
Using my own experiences, I can see how determining whether a microaggression has 
occurred is not straightforward and both victim and perpetrator have an active role to play in 
that.
I also reflected on my irritation at a previous therapist who appeared to attribute all my 
presenting concerns to my status as a second-generation Indian immigrant. However, despite 
my irritation, which may have in part been fuelled by my own internalised racism, I still feel
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that I benefited from the experience. This illustrated for me the many shades of grey in 
determining whether subtle biases have occurred and the potential impact. This confirmed my 
decision to focus on participants’ subjective experiences using IP A.
It was a surprise to me that it took immersion in the data to reconnect me with these 
experiences and my belief in the primacy of the therapeutic relationship. I strongly believe 
that cross-racial therapy can and does work. In fact, I am still not sure I am ready myself to 
have a racially matched therapist and I am committed to continual self-exploration to enable 
me to understand this better.
Currently, I am a Trainee Counselling Psychologist in the psychodynamic year of my 
training. This no doubt brought a variety of theoretical frameworks and experiences of 
working in an interpretive environment to the process of interpreting the findings of my 
research. It felt like it added another layer to the process. This was even evident in some of 
the phraseology I adopted when developing initial themes, where I used concepts such as 
‘holding in mind’ and ‘secure base’.
I am a practitioner as well as a client and a trainee. This process has encouraged me to 
consider my own subtle biases in the therapy room and reflect on instances where I could 
have been seen to perpetrate microaggression or hold potential biases. For example, I 
currently have a client who is observing Ramadan. She was telling me about her experiences 
of this from her perspective as a twelve-year-old child. In exploring this with her I found 
myself asking her a lot questions about what was involved. Was it my curiosity about her 
experience? Was I asking her to educate me, despite it not being her responsibility? Could I 
be seen to be illuminating how she was different? All these possibilities provided material for 
self-reflection.
In another recent experience I reflected on whether my concerns about the future of one of 
my clients were in any way to do with the fact he would grow up to be a black male. Was I 
more concerned than I would have been if he was white? Reflecting on my own potential 
biases has not been comfortable, but I regard it as necessary, in keeping with the ethos of our 
profession, which is my primary concern.
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Having reflected on my use of self in this piece of research, I view the process as reciprocal. 
There are aspects of myself and my personal history that impact on my approach to the study, 
but I have also taken a lot away for myself from the findings. It has enabled me to reconnect 
with my experiences, foster a more balanced perspective on MRG clients’ experiences with 
white therapists and encouraged self-reflection in my own practice.]
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Information for Potential Participants
Minority Racial Group Clients’ and their White Therapists’ experiences of therapy
Name of Researcher: Rena Jobanputra 
Name of Supervisor: Dr Riccardo Draghi-Lorenz
This study is part of a Doctoral Level research project in Psychotherapeutic and Counselling 
Psychology at the University of Surrey.
The aim of this study is to better understand Minority Racial Group clients’ experiences of 
therapy with their white therapists. It is hoped that the findings will help therapists better 
understand these experiences and contribute to ensuring anti-discriminatory practices
I am looking to recruit male and female clients of all ages who identify themselves as being 
from a Minority Racial Group and have had one-to-one therapy for a minimum of six weeks.
Taking part in the study will involve a one to one interview where you will be asked to share 
and reflect on your experiences of therapy and your relationship with your therapist. The 
interview will last for approximately one hour and will be audio-taped for the purposes of 
data analysis. Interviews will take place at a location agreed between us.
Given the sensitive nature of the topic there is a small possibility that interview may cause 
some emotional discomfort, however this not likely to be any more than you would 
experience in relation to race in daily life. The interview will be conducted sensitively in a 
non-judgmental manner whereby your experiences will be heard and respected. You will be 
debriefed following the interview and I will be asking for your permission to contact you one 
week after the interview to talk-through your reflections on the interview. There is a small
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possibility that participating in the study could affect the progress you have made in therapy. 
If this happens you can access further therapy sessions from the agency where you had 
therapy or you can be provided with the details for alternative sources of support.
You have the right to decline to provide any information requested by the researcher. It is also 
your right to stop the interview and / or withdraw from the study without having to give a 
reason. All the data you provide will be held securely and anonymously.
All the information you provide will be confidential and will be used for the purposes of the 
study only. However if you disclose information that may result in you or anyone else being 
put at risk of harm we may have to inform the counselling agency. If this situation arises I 
will discuss it with you before taking any action.
All identifiable information will be removed before reporting to protect your anonymity. The 
report of the findings may include anonymous quotes from the responses you provide.
The research has received a favourable ethical opinion from the Ethics Committee of the 
Faculty of Arts and Human Sciences at the University of Surrey who have not raised any 
concerns on ethical grounds.
Participation in the study is voluntary and your refusal will not affect any future treatment 
you may seek from the service. If you would like to take part in the study or have any queries 
or concerns please contact me. My contact details are:
Rena Jobanputra
The PsychD Psychotherapeutic & Counselling Psychology Office
School of Psychology
5AD02
University of Surrey 
Guildford,
Surrey 
GU2 7XH 
UK
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Email: r.iobanputra@surrev.ac.uk 
Tel: 07967 201171
Any complaint or concerns about any aspects of the way you have been dealt with during the 
course of the study will be addressed; please contact my project supervisor Dr Riccardo Draghi- 
Lorenz on 01483 68 6814 or r.draghi-lorenz@surrev.ac.uk.
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Consent Form
• I the undersigned voluntarily agree to take part in the study on Minority Racial Group 
clients’ experiences of the therapeutic relationship with their white therapist.
• I have read and understood the Information Sheet provided. I have been given a full 
explanation by the investigators of the nature, purpose, location and likely duration of the 
study, and of what I will be expected to do. I have been advised about any discomfort and 
possible ill-effects on my health and well-being which may result. I have been given the 
opportunity to ask questions on all aspects of the study and have understood the advice and 
information given as a result.
• I agree to comply with any instruction given to me during the study and to co-operate fully 
with the investigators. I shall inform them immediately if I suffer any deterioration of any 
kind in my health or well-being, or experience any unexpected or unusual symptoms.
• I understand that all personal data relating to volunteers is held and processed in the strictest 
confidence, and in accordance with the Data Protection Act (1998). I agree that I will not 
seek to restrict the use of the results of the study on the understanding that my anonymity 
is preserved.
• I understand that I am free to withdraw from the study at any time without needing to justify 
my decision and without prejudice.
• I understand that in the event of my suffering a significant and enduring injury (including 
illness or disease) as a direct result of my participation in the study, compensation will be 
paid to me by the University, subject to certain provisos and limitations. The amount of 
compensation will be appropriate to the nature, severity and persistence of the injury and 
will, in general terms, be consistent with the amount of damages commonly awarded for 
similar injury by an English court in cases where the liability has been admitted
• I confirm that I have read and understood the above and freely consent to participating in 
this study. I have been given adequate time to consider my participation and agree to 
comply with the instructions and restrictions of the study.
Name of volunteer.....
(BLOCK CAPITALS)
Signed ........................
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D ate.......................................
In the presence o f .......................................
(name of witness in BLOCK CAPITALS)
Signed ......................................................
D ate.......................................
Name of researcher/person taking consent 
(BLOCK CAPITALS)
Signed ........................................................
D ate  ..............................
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Pre-interview demographic information / questions
• Age
• Gender
• Highest level of educational attainment
• Occupation
• Brief description of the main presenting concerns
• Length of time spent in therapy
• How would you describe your racial identity?
Therapy
1. What was your experience of therapy?
Prompts: beginning, middle, end o f therapy
Feelings /  reflections on undergoing therapy (process) and the outcome o f therapy 
Therapist
2. Can you tell me about your therapist?
Prompts: What qualities did you feel were important in your therapist, first impressions 
o f your therapist, changes in perceptions o f  their therapist through the course o f  therapy, 
feelings towards their therapist?
The therapeutic relationship
3. Can you tell me what your relationship with your therapist was like?
Prompts: beginning, middle, end o f therapy
Working to decide goals and tasks, emotional bond /  connection
4. How did you feel about your relationship?
5. How did you make sense of it?
Prompts: What do you think made it the way it was?
6. Could you tell me about how well you felt your therapist understood you?
Prompts: Yours concerns, your circumstances & other factors in your life, you as a 
person.
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Differences between therapist and client
7. What do you feel you had in common with your therapist and what was different?
8. How important do you think the racial differences between you and your therapist 
were?
Prompts: to you, to the therapist, to your relationship, to the process and outcome o f  
therapy
9. How did you feel about the racial differences between you and your therapist? Prompt 
how did you respond to these feelings?
Race in therapy
10. Can you tell me about your experience of racial issues that may have come up during 
therapy (if any)?
Prompts: Interaction with presenting concerns, during the process o f  therapy, raised 
by therapist or client
11. How did you feel about the experience?
Prompts: personal feelings and thoughts, in terms o f the relationship, in terms o f the 
process and outcome o f therapy
12. How did you make sense of it?
Closing questions
• Is there anything else they would like to add?
• How do you feel having participated in the interview? 
[is there anything you have been left with?]
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R = Researcher 
P = Participant
R: And can I just ask for a brief description of your reasons for going to therapy, you don’t 
have to go into too much detail or say anything you feel uncomfortable saying.
P: Yes it was partly because of the course I was doing, uhm I was required to be in therapy uh 
but also some personal issues I wanted to look at.
R: Uhm and can I ask what orientation the therapist was?
P: Yeah gestalt.
R: Uhm and I just kind of wondered how you would describe your own racial identity.
P: Uhm I see myself as a Black African, uhm yes so I would say a Black African.
R: Uhm iff  kind of just start by asking a general broad question.
P: Okay.
R: Uhm about what your experience of therapy was?
P: Uhm [pause] it was actually quite amazing uhm it was I had what I felt was a close 
relationship with my therapist uhm so I was able to say quite a lot of things that I probably 
had not told close friends before so I felt that it was really close and he was very accepting of 
me so and that made it quite close yeah.
R: So kind of if we think back towards the beginning part of therapy, how did you find that?
P: Uh uhm in the beginning I was a bit worried I suppose about opening up and talking about 
really personal things uhm so I guess I was a bit hesitant to start with and also I didn’t think, 
well I wasn’t sure whether he would understand my background because he was white and
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uhm I was brought up in X hm a lot of the things I was actually talking about were related to 
things that happened in X uhm so it was a bit of a worry at first that would he actually get 
where I was coming from uhm so it was quite a surprise to me actually that, that he did, that 
he didn’t need to, he hadn’t been in that environment but uhm the way he communicated 
what I was saying and things made me actually think he understood what I was saying and 
you don’t necessarily have to be in that environment to understand someone, to understand 
someone’s experience and yeah so uhm it so sort of. ..so I started off being quite like slow to 
say some really personal things and then it just, after a few weeks it kind o ff found out 
actually he was very understanding and accepting and he sort of made me feel that it was 
okay to actually say anything and because he understood, you know so there was no barrier I 
guess.
R: And you mention that he was quite good at communicating this sort of understanding.
P: Yeah I think uhm that was sort of made me feel really relaxed with him because the way 
he communicated what, well actually made me see uhm a lot of things around what I was 
saying as well that I didn’t necessarily see from that perspective or made me look at different 
areas, yeah it was quite amazing actually, it sort of made me reflect on things in a way I 
hadn’t done previous to that, yeah so I was sort of able to see that my experience from a 
different perspective, I really like that yeah.
R: And kind of moving more towards the middle stages of therapy.
P: Uhm towards the middle [pause] uhm [pause] it sort of got really quite uhm emotional for 
me because we started off talking about my childhood and uhm being brought up in X and 
things and then moved on to talking about where I was at currently uhm and some of the 
difficulties I was having with certain issues, uhm and it was, it became quite experiential if, 
yeah, in that I would sort of talk about difficult issues I was having uhm for example being in 
a group, you know of people, then he would sort of say well why don’t we experiment with 
that? The fact that he wasn’t uhm just reflecting things really connected his understanding of 
things, he wasn’t just sort of uhm [pause] being uhm being there but the fact that we could try 
things out was really yeah it made me uhm it made me feel that yeah this was actually quite 
useful and this was something that I could actually uhm that is related to my current life and 
not necessarily, you know, the past uhm so we were able to try out things uhm where I would
161
Research Dossier
be in a group and then and I would sort of go back and talk about my experience and feelings 
and we would discuss well what was good about it and what I could improve and things like 
that so yeah it was so useful to for the relationship I think it was even better then when we 
first started and in that you know a lot of things that we were doing were related to what was 
going on currently for me and I was learning, I was learning things so it was so it was 
experiential and that’s the best way to put it yeah, so that’s pretty much it [laughs].
R: So experiential and kind of looks and stays in the here and now a bit as well.
P: Yeah, yeah I think that was helpful I mean [pause] uhm it was a nice sort of progress from 
talking about childhood and then uhm focusing on what’s actually useful now uhm so from 
that perspective uhm it actually made me look forward to you know, going to every session 
uhm which is which was good.
R: And what about when you were coming to the end because I know you mentioned you 
finished recently.
P: Uhm the ending was uhm it sort of became [pause] so we moved you know from being 
experiential to sort of getting stuck into really emotional stuff, you know relating to uhm my 
partner and uhm friends as well sort of you know looking at my communication with uhm 
with close people in my life uhm so it became really quite emotional uhm and sometimes a 
bit draining as well but at the same time uhm it was still very very useful and it was uhm one 
thing I really liked about him actually was that he was really adaptable and able to shift, you 
know it wasn’t sort of just like we are doing one thing and that’s it so it was always what I 
brought and because I was learning I felt I was learning all the time, I was able to just move 
on to the next thing. So we went through this quite emotional rollercoaster towards the end 
where I sort of uhm [laughs] uhm where I was sort of able to look at things and acknowledge 
my emotional I guess, feelings about thing uhm whereas previously to that I tend to just talk 
on the surface and not necessarily want to look at the emotional side of things uhm so that 
was, that was quite uhm.. .I’m trying to find the right word....that was an interesting learning 
point for me I guess because I tend to not want to get to emotional about things so getting to 
that point was really, really useful uhm so I guess it made the relationship even stronger in 
that uhm I felt like the sessions were very dynamic uhm and I could really make sense of it as 
well you know because I felt that I had learnt quite a lot you know from the beginning where
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I felt quite, you know like I was always hesitant about saying some things to him and then 
sort of moving on [pause] to that end where I was able to get straight to my emotion. Uhm so 
yeah uhm we were really, I felt we were really close, the relationship towards the end and it 
was really sad uhm as well when we were finishing uhm and yeah it was a good reflecting 
point as well because I was sort of able to reflect on a lot of things that we had done and what 
I had learned, the process that I had been through, so yeah it was, it was amazing.
R: So kind of following on from that, you have kind of covered a bit of this already but if you 
were to reflect on the outcome of what the process had been?
P: Yeah uhm.
R: Oh how you feel about the outcome as opposed to having to tell me what the outcome 
was.
P: Okay I think my feeling uhm is that it was like a journey that I went through and I started 
off actually thinking I was quite a stable type person and uhm until the point where I actually 
realised that I was actually not as stable as I thought I was but I was more uhm just able to 
hide from my underlying feelings and not sort of communicate them or acknowledge them to 
myself uhm [pause] so you know, within that therapeutic process I that pretty much occurred 
where I would just say things to him, almost like it was someone else I was talking about, I 
was talking about someone else and not myself uhm and it was quite interesting you know to 
realised towards the end that actually I was able to say it in a way that actually this is my life 
you know, and it’s me not someone else you know, it was like before I was distancing 
myself, there was a distance of some sort where I didn’t really want to be a part of this sort of 
some of the experiences that I consider to have been horrible uhm so towards the end though 
I was able to uhm engage with that and say okay, you know its fine, you know instead of just 
saying to myself what, what I was feeling and not hide from it, I think that was, yeah it was 
quite useful for someone, well [laughs] who didn’t really want to engage in it at an emotional 
level so uhm I felt like I’d learnt quite a lot from it uhm and I was actually able to use what I 
learnt from those sessions uhm or within the sessions within my relationship with him, I was 
able to use my relationship with him as a model actually you know with other people and 
yeah I mean that was just immensely, tremendously uhm amazing [laughs] I keep saying 
amazing but that is the word that comes to mind yes.
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R: It sounds like quite an empowering experience.
P: It was, it really was uhm, uhm I think it was because uhm well I wasn’t expecting it to be 
to start with and I wasn’t expecting there would be much that I could learn from it so uhm 
yeah it was quite a surprise to me at the end when, you know the last session when we 
finished and I thought actually I’m really going to miss those one hour every week, uhm 
[pause] I mean uhm yeah that alone, says a lot you know to me, like okay wow yeah.
R: What were you expecting?
P: Well I was expecting, uhm that I would find it boring and I would find it difficult to 
engage with talking about my emotions about things, with talking about my feelings about 
different issues that I’d pretty much boxed up well, left and didn’t want to deal with uhm 
[pause] so to find actually, you know talking about it could make a difference, you know sort 
of sharing it with someone else you know, that was, that was quite, that was really, really 
useful, it was almost like talking about it with someone changes the experience in ways or
lets you see it in a different way uhm so yeah I’ve forgotten what your question was I’m
not sure if I answered it [laughs].
R: [Laughs] you did. Uhm so can you tell me a bit about your therapist?
P: Yeah he is, uhm he was [laughs] okay in his 40’s, white, English, from England I think 
from X area but he lives in X uhm and I saw uhm ur his ad online and I was looking for a 
therapist and I looked and there were so many different people but I thought he looked a bit 
grumpyish you know, so I thought okay well he will probably be someone who will be able 
to, who would be able to say what they feel you know and uhm yeah I think I was right about 
that [laughs] uhm so he was quite honest and uhm he seemed, he looked like that as well, you 
know from his picture uhm so what more do you want to know about him?
R: Anything that kind of comes to mind, uhm I mean you mentioned that he was quite honest 
uhm what other qualities are there about him?
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P: Uhm [pause] during the sessions uhm he was actually able to say things to me I guess that 
some people might not have mentioned you know, that I well would have probably not 
mentioned you know because I might be thinking oh you know they wouldn’t feel nice if, 
that wouldn’t make them feel nice to hear that uhm so he would say things out and then see 
what my reaction to them is uhm and that was quite useful you know, so I thought the fact 
that I was able to sort of do that you know he sort of challenged me about different things that 
uhm I quite liked that about him uhm and I also sort of so it wasn’t that, he was sort of 
challenging me about things but it wasn’t made it me, it was so therapeutic because it made 
me think that actually, it made me realise actually how I can easily collude with people in that 
I don’t want to sort of challenge them or make them feel bad about themselves and so that 
was really interesting uhm so I learnt a lot from it in that respect, just from the way that he 
was as a person uhm,.. ..I’m just thinking what else can I say about him? Uhm yeah [laughs] 
in terms of challenge as well, when I actually brought that up, you know in the session, about 
challenging, about how I would find it difficult to say some of the things that he says, he was 
saying to me, you know, he actually said he would encourage me to say things to say 
challenging things to him, which I found quite useful and I was able to say something like 
well I see you looking at the clock quite often then I wonder if I’m boring you and [laughs] 
and uhm that was quite useful you know because it was very experiential, so that I guess 
communicated to me that he was uhm someone who was whiling to take a risk uhm and I 
think that is the opposite of what I am in a way, so I was uhm able to learn from that and so it 
was useful in many ways uhm so it was challenging but it was actually very, he could be 
emotional as well at times you know, just sort of like a hand on the shoulder you know at the 
end of an emotional session just to say that you know, I’m here whatever that communicated 
it just yeah I was, he was able to show his humanity as well and not sort of seem distant about 
you know, things yeah and genuine, he was really genuine when he says you know, that must 
have been you know, tough for you, it wasn’t, I didn’t just feel it was saying just for the sake 
of saying it you know it felt like it was coming from a place of understanding so yeah, so a 
lot of really good things about it.
R: And you kind of said that, you mentioned kind of that you thought beforehand that he 
looked a bit grumpy in his picture, I was just wondering what your other first impressions of 
him were?
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P: Uhm [pause] first impressions uhm [pause] well he wears uhm glasses so that was a bit 
surprising because I was thinking okay, maybe he is a bit of a geek as well as well as grumpy 
and as well actually he seemed when he opened the door, when I met him for the first time it 
seemed like he could be a distant type of person so I was like thinking okay, I do that, I 
understand that, that’s fine [laughs] uhm so but moving on a few sessions down the line you 
know, I didn’t see him in that way anymore, it was almost like something had changed, yeah 
because he was so accepting of some of the things I was talking about and also taking about 
the gay, being gay and that stuff and we didn’t just sort of move on quickly from that as I 
would expect, like a straight guy or a straight therapist to be uhm so yeah I actually thought 
in that first moment that I met him that it would maybe uhm he wouldn’t be the type of 
person that I can share like talk about being gay with uhm because he seemed straight so I 
imagine that he is straight [laughs] uhm yeah but my misconception was uhm you know 
completely altered, dispelled.
R: And you kind of mentioned that was as therapy progressed.
P: Yeah well yeah it completely changed you know as we, you know after a few sessions and 
I actually found that uhm some of what I was thinking I couldn’t share that actually uhm I 
could share then and actually sort of make sense of what was going on for me yeah. He was 
able to help me make sense of it.
R: How did you feel about him?
P: Uhm I actually really liked him, I thought he was, he was uhm [pause] uhm I thought he 
was really good at adapting to different scenarios uhm and I really liked that about him 
because uhm [pause] that’s something that I admire in people I guess, uhm so I guess I feel 
generally uhm there is a sort of he radiates this sort of acceptance uhm and a sort sense of 
feeling that actually you can say whatever you like uhm and that’s okay, it’s okay to explore 
anything that you want to explore so I think that’s just like oh god this is so nice so, so it 
makes me feel that he is the sort of person that I would want to know outside of therapy uhm 
so yeah [laughs].
R: And you have kind of already touched on this as well, but can you tell me a bit more about 
what you thought your relationship was like with him?
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P: Uhm [pause] I thought it was uhm it felt really close most, you know mostly I mean in the 
first few sessions it wasn’t because I was sort of a bit cautious which is my usual way of 
being anyway uhm but after a few sessions uhm I just felt really relaxed you know with him 
and actually able to just say things out and just test out things I guess you know that I 
wouldn’t, that I might have wanted to say to a friend but wouldn’t normally do, it just sort of 
elicits this feeling of just sort of wanting to try things out and just say whatever, you know 
whatever I want and like brainstorm or whatever uhm so I think that made the relationship 
really, it made it feel like it was actually an intense relationship uhm because he was so 
attuned to a lot of what I was saying well and some of the things that I wasn’t even saying, 
well that I didn’t realise that you know underlying things that I wouldn’t necessarily see 
through straight away and the fact that I was able to do that was just sort of, made me feel 
that wow you know this is such a good relationship and something that I want to maintain I 
guess, which is why I looked forward to going uhm even though it was a month, well I had a 
lot to things going on at that time and it was quite a stressful time uhm yeah, but it made it, 
you know it made it worthwhile if that’s the right way of saying that, yeah.
R: What about kind of your emotional connection to him, like your bond?
P: Uhm [pause] well I felt that it was you, I felt bonded to him yeah uhm in terms of what I 
feel emotionally uhm it felt like it was close, you know it was [pause] hmm I’m trying to 
think of the best way to put it, uhm it felt, I almost felt like he was a father figure type person 
even though he wasn’t that much older than me uhm but the fact that I was sort of getting 
uhm something that I didn’t feel that I had experienced before, you know sort of made me 
uhm sort of want more I guess so it’s almost like a child, child parent you know thing, where 
you know you are giving love to a child and they want more of that so they keep you know 
and they will come back for that or even to a friend you know so the fact that it felt, it was 
stimulating and uhm I was learning do much uhm about myself but about people as well, you 
know made me feel that this was you know quite an important bond for me, it was something 
that I could compare, well not compare but sort of use as a basis for other relationships I 
guess uhm yeah so I thought that we, uhm our bond was quite strong uhm and it was quite 
emotional, the last session was quite emotional uhm for me and for him as well yeah.
R: For both of you?
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P: Yeah, yeah for both of us it was uhm yeah and in the last session I was able to you know, I 
was able to actually cry and say I’m going to miss these sessions and uhm that I’ve just learnt 
so much from it and say that to him in a way that I probably would not have been able to say 
coherently, you know before, so yeah it was really lovely.
R: What do you think helped make it that way?
P: Uhm I think it was because he was, he was so open to uhm everything nhm and also he 
was very accepting of what I was saying uhm and it didn’t seem as if he was actually trying 
to be anything [pause] it felt like it was just you know him, his real self you know in the room 
as opposed to someone you know, just trying to make something better for me, it didn’t feel 
like he was sort of making an effort to you know, it was almost just like he was just letting 
me be you know, in this place where I can just say things out loud that I would have never 
dared, you know before uhm and being able to say it out loud, you know, to someone who 
was very accepting and uhm sort of almost seem to change the experience, uhm and he didn’t 
give me the impression, oh I’m going to do this to you or that uhm so but the fact was that he 
actually did, just by being there and not actually trying to do anything in particular but just 
being human you know and at the same time he was able to show his humanity and you know 
sort of make me feel okay when I have been emotional about something I was talking about 
whereas usually I wouldn’t want to show any emotion, you know when I am in public, but 
yeah he made it feel like it was alright you know and you are human to show emotion and it’s 
alright to do that here and uhm but there were so many different things though [laughs -  
pause] and uhm yeah the fact that it was also able to, I was able to let me test out, you know 
things with him, you know in a way, you know, I wouldn’t be doing in real life was really 
quite useful as well so, I guess he sort of used our uhm relationship within that session to sort 
of model which was extremely useful uhm and also when I think about the way that I like to 
learn uhm I mean it was just like perfect and the fact that he was being this person yeah and 
just let me, able to let me just sit and well try things out [laugh].
R: So he was quite open, accepting, it was quite experiential uhm and how did you feel about 
his level of understanding of you?
P: Uhm I felt that he was very, very, very understanding of a lot of the things that I was 
saying, especially starting out I did not think that he would be you know because I am from a
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different culture and uhm a different sexual orientation uhm so I actually found that it was 
completely not true you know, my expectation was completely not true he was uhm able to 
communicate you know some of the sort of the difficulties I was finding which I did not 
know, I didn’t even want to engage with to start with and I felt that I was sort of able to say 
them out loud to me [laughs] well even sort of just wonder out loud about things, sort of 
made me think about it and realise quite a lot of things that I would easily brush aside you 
know uhm, so yeah and because I was seeing him during all of the time I was able to actually 
look deeper within myself as well to say, because I realised he would say things out loud and 
I would realise because I would connect with it emotionally and I would say that, that’s one 
thing he did a lot as well uhm he was very aware of uhm movement, my movement, bodily 
movement or breathing and things like that and he would always notice when he said 
something that I really connected with you know because I would usually hold myself still in 
some funny way and it would pause, almost like pause in that moment and ask what was 
going on uhm so it was really interesting because he made me realise, you know, when he’s 
reflecting things back to me, you know I can always well quite often he will know when I 
really connect with something he is saying because you know, my breathing pattern would 
change and uhm body sensations and things like that, so it was, it was really useful yeah.
R: And you kind of mentioned the differences between you both, I mean what had been your 
expectations of how that would affect therapy?
P: Uhm well I thought being English uhm and probably not being uhm and not knowing, well 
I thought that he might not know a lot of you know, black guys, you know or even gay guys 
uhm and the fact that, well I thought that would mean that he wouldn’t be able to well, 
wouldn’t be able to connect with where I was coming from and he wouldn’t be able to sort 
put himself, well in my shoes and know what that feels like uhm well I guess I thought you 
have to be from the same, you have to be from that background and have been to that country 
at least to know, you know, what that would feel like uhm but it turns out you know, that, 
that’s not true,. Uhm yeah so I guess us coming from two different backgrounds, you know 
my expectation was that somehow that would just, that would affect the way that he was 
seeing my experience uhm or even cloud the way that he was seeing my experience but it 
didn’t materialise.
R: Cloud the way he would see your experience?
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P: Yeah as a in, well as in you know, everyone’s got their own experiences and uhm and I 
guess we all look out from those experiences and so I was thinking that his background of 
being you know English and being in the UK and probably not travelled much uhm well I’m 
guessing, I was guessing then, but I actually do know now that he has done a lot of travelling 
but yeah at the beginning I was thinking yeah okay he looked the type that doesn’t know 
culture uhm but I think towards the end I felt that even if he doesn’t know culture it doesn’t 
really matter, you don’t need to know culture to accept someone, you know to be accepting or 
to communicate it or to be open and curious, you know about what they are feeling so I think 
he was very, he was able to show his curiosity about things and that made me feel that it was 
all very genuine you know.
R: And how did he do that? Show his curiosity about things?
P: Just by the questions, you know a lot of the questions he was asking me and the fact that 
uhm [pause] quite often he was able to sort of look deeper into what I was saying and sort of 
make me think oh I hadn’t thought about that before or I hadn’t realised I was feeling that 
way uhm and the fact that he was curious almost made me sort of curious about my own 
experiences uhm which was quite interesting because it almost made me feel that perhaps I 
was taking some of my experiences uhn lightly and thinking oh it doesn’t really matter but in 
those sessions with him it seems, well it sort of made me realise really that uhm my own 
tendency to sort of brush things aside and not look at them too closely yeah so his curiosity 
was quite a good learning point for me.
R: He was curious and uhm the racial difference you don’t feel clouded.
P: Yeah exactly no I didn’t uhm yeah it felt like a relationship of equals uhm so it didn’t feel 
like I was you know this person uhm from Nigeria and he was this person from England, it 
just felt like you know two people meeting and uhm their culture and other things don’t really 
matter, its just humans doing what humans do, so yeah, yeah so that was interesting that 
culture didn’t actually turn out not to matter very much uhm in the end.
R: You say that was interesting?
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P: Yeah it was interesting because uhm I guess when Fm talking about, talking to you know 
English friends about my experiences in X it’s a different reaction because quite a lot of them 
uhm, haven’t been to African countries so sometimes they are not able to understand it, so I 
guess I’m looking at things from that perspective of what I know and then expecting that he 
would be the same way uhm so it was, it was well no not a bit of a surprise but it was, so it 
was lovely to find out that actually it doesn’t really matter, someone doesn’t actually have to 
know exactly where you have been to get the gist of what you know, feel about something.
R: Yeah so what was your feeling about whether they were important to him or not?
P: Uhm [pause] I don’t know if they were but he didn’t, I didn’t get the sense, he didn’t 
communicate it to me I mean because he was so open to differences and curious about what I 
was saying that it didn’t make me feel that it was that important to him, it felt more like you 
know, there is a human being in my in this room with me and you know so I felt like my 
colour didn’t really matter either way, I mean it might have mattered to him I don’t know but 
I didn’t feel like that within, he didn’t make me feel like that it mattered [laughs].
R: Uhm can you tell me about your experience of any racial issues that did come up during 
therapy.
P: So any racial issues that came up, uhm any racial issues [pause] I can’t think of anything at 
the moment.
R: And there might not have been any.
P: Yeah uhm racial issues.
R: Sometimes they can be part of your presenting concerns or come up during the process or 
raised by you or your therapist.
P: Uhm I can’t really think of anything oh but actually there is something that might be 
related, I’m not sure but I do remember there was a time when I was discussing my partner 
with, my partner who is English with him and then he, he asked me about uhm what that feels 
like you know, myself being from X and he being English and yeah that sort of racial in some
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sense uhm, it was quite interesting because I never actually thought about it from that 
perspective before uhm, but when he brought it up uhm it sort of made me think that uhm that 
how different in some sense my partner and I are background wise in about the same time it 
is a bit like my relationship with the therapist, you know our culture doesn’t really matter 
very much at the end of the day, but sometimes you know there are things where we can’t see 
each other’s perspective because of our background or something we are used to uhm so that 
did come up once or twice uhm yeah and it was quite interesting thinking about it about that 
dynamic but yeah he made me think about it, it hadn’t really occurred to me before, not really 
uhm.
R: And what was your feeling about him encouraging you to think about that?
P: I liked it actually because uhm [pause] it sort of made me consider different things that you 
know that our different background and different childhood, different things that go into you 
know your identity uhm it made me sort of think about how different we are in one way but 
at the same time it didn’t matter, so it made me think that it’s good to touch on it a little bit 
uhm so it’s almost like it is one of the parts that sort of one part of the whole type thing so I 
mean I found it a useful experience to just sort of ponder on it for a little while, yeah.
R: Uhm we are almost at the end but is there anything you would like to add?
P: Uhm no I think I’ve pretty much said everything, unless you have any more questions.
R: Uhm how do you now feel having spoken about all of these things?
P: Uhm it just made me think I haven’t thought about it in quite a while so it’s sort of 
bringing out good feelings about a lot of the good things, a lot of the good work we did 
together uhm and that’s a good thing, so I’m going to hope that I take that forward into the 
day [laughs].
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R: Is there anything you have been left with? 
P: No, good feeling so thank you.
Thank you!
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Empirical Research 2
Racism in the Therapeutic Relationship: Measuring Minority Racial Group Clients’ 
Perceptions of Subtle Racism in Therapy with their White Therapists
Abstract
The purpose of this study was to develop a scale to measure clients’ perceptions of the 
frequency and impact of therapist microaggressions. The study also aimed to explore whether 
client background factors predict perceived occurrence; and if occurrence predicted clients’ 
perception of the quality of the working alliance. The scale was administered to 167 Minority 
Racial Group (MRG) clients who had therapy with a Majority Racial Group (MJRG) 
therapist. Exploratory factor analysis of the occurrence data suggested eight dimensions: 
invisibility/inferiority, overlooking race/culture, assumptions about intelligence/achievement, 
overemphasis on difference, appearing threatening, cultural misunderstanding, presumptions 
about Britishness, and stance on inequalities. Client background factors predict their 
perceived occurrence and occurrence significantly predicted clients’ evaluation of the 
working alliance. The findings show clients’ do perceive therapist microaggressions, 
although rarely, and it seems to be detrimental to their sense of the working alliance.
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Introduction
Anti-discriminatory practices are integral to the values of counselling psychology (BPS, 
2005). Racism is known as a powerful source of discriminative behaviour and as we all 
develop in a society in which this ideology is deeply embedded (Sue, 2005), it has been noted 
that counselling psychologists could also harbour racist feelings and biases (Lofthouse,
2010). Therefore, research targeted at helping us better understand these biases and how and 
in what form they can become apparent in the therapeutic process is of prime interest and 
importance to counselling psychology. The current study attempts to contribute to this body 
of literature.
Identifying racial biases is challenging for therapists given contemporary racism. Theorists 
describe covert, subtle racism which evolved from overt forms, according to prevailing socio­
political norms that make it illegal/unacceptable to perpetuate racist ideology. This racism is 
either denied or operates unconsciously, remaining undetected by the perpetrator (Dovidio, 
Gaertner, Kawakami & Hodson, 2002; Neville, Lilly, Duran, Lee & Browne, 2000; Sue et al., 
2007).
Aversive racism theory has received most empirical attention (for a review see Dovidio et al., 
2002). Aversive racists hold egalitarian values and their anti-discriminatory stance is integral 
to their self-image. Their racism operates unconsciously and only manifests when it can be 
rationalised on other grounds to reduce the cognitive dissonance between conscious values 
and unconscious feelings (Dovidio et al., 2002).
Experimental studies concerning implicit and explicit racial biases support aversive racism 
(Dovidio et al., 2002; Stanley, Phelps & Banaji, 2008) and the implicit racial biases therapists 
hold (Abreu, 1999; Boysen and Vogel, 2008).
Boysen (2010) argues that implicit biases impact on interpersonal behaviours fundamental to 
therapy which could be conveyed to the client unbeknownst to the therapist. Racial 
Microaggressions theory (Sue et al., 2007) provides a conceptual understanding of how 
implicit (and explicit) biases operate in therapy. Sue et al. (2007, p. 273) define 
microaggressions as “brief and commonplace daily verbal, behavioural, and environmental 
indignities, whether intentional or unintentional, that communicate hostile, derogatory, or
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negative racial slights to the person target or group[sic].” They describes three categories: 
microassults, which are aligned to overt racist acts, microinsults, which are disrespectful, 
tactless exchanges, which denigrate victims’ heritage, and microinvalidations, which 
minimise and discredit the victims’ authenticity.
Sue et al. (2007) argue that microaggressions are inconspicuous to aggressors, difficult to 
discern for victims and typical in everyday interactions. This leads to conflicting racial 
realities for both parties: victims have difficulty proving microaggressions occurred, 
perpetrators minimise their significance, and victims weigh-up the costs and benefits of 
responding (Sue et al., 2007).
Two research teams developed scales to measure everyday microaggressions across MRGs. 
Nadal’ scale (2011) measured occurrence of microaggressions, while Torres-Harding, 
Andrade and Romero-Diaz (2012) measured occurrence and impact, but did not report the 
impact data. Both scales were multidimensional and supported theoretical literature. 
Assumptions about criminality, sexualisation, and environmental microaggressions were 
identified in both scales. Torres-Harding et al. (2012) also identified invisibility, low 
achieving/undesirable culture, being a foreigner/not belonging, while Nadal (2011) identified 
assumption of inferiority, microinvalidation, and workplace/school microaggressions.
How microaggressions manifest in therapy is illustrated by examples that Sue et al. (2007) 
provide and through the findings of qualitative studies. For example, we (Jobanputra & 
Draghi-Lorenz, 2012) interviewed eight MRG clients about their experiences of therapy with 
a MJRG therapist. We found participants who mentioned racial biases described their subtle, 
non-verbal nature. Some matched Sue et al.’s (2007) framework like microinvalidations 
about where a client considered home and microinsults about pathologising cultural values or 
communication styles. Other qualitative studies found some clients were concerned about 
their therapists’ ability to remain unbiased and understand the significance of racism (Chang 
& Berk, 2009; Thompson et al., 2004).
Several studies found MRG clients feel divided about therapists bringing up race (Gerrard, 
1991; Thompson et al., 2004; Thompson & Jenal, 1994). Some perceive signs of anxiety 
around race as indicative of incompetence/unwillingness to discuss race while others viewed 
addressing race as racist by making them feel different.
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Therapist racial biases are complex to identify. They involve interplay between therapist 
behaviour, context, and client interpretation. Deciding whether to raise race is a “double­
bind” for therapists (Lee, 2005, p.99), risking accusations of racism if they do, and 
insensitivity and unawareness if not.
Studies suggest client factors may inform their perception of therapist microagressions. For 
example Jobanputra and Draghi-Lomez (2012) found some participants spontaneously 
described life experiences of racism when discussing therapy with their MJRG therapist. This 
possibly serves as a lens through which experiences are interpreted. In addition Torres- 
Harding et al. (2012) found gender and racial differences in the nature of microaggressions 
experienced.
Other background factors warrant consideration, including those interacting with ethnicity to 
effect therapeutic process and outcomes in ethnically mismatched dyads. This includes socio­
economic status, education, and cultural and political awareness (Sue, Zane, & Young, 1994), 
cultural mistrust (Terrell & Terrell, 1984) and level of acculturation (Karlsson, 2005). These 
findings tentatively suggest client background factors affect their perception of therapist 
subtle racism, but if this really happens and how often is yet to be understood.
Naturally, as Sue et al. (2007) argued, perceived therapist microaggressions are likely to be 
detrimental to the process and outcome of therapy by weakening the therapeutic alliance, its 
strongest single predictor. This is possibly a contributory factor in evidence which suggests 
the process and outcome of therapy is better in ethnically matched dyads than unmatched 
dyads (for a review see Farsimadan, Khan & Draghi-Lorenz, 2011).
However, only one study has been conducted to examine the impact of microaggressions, or 
racism, on therapeutic processes and outcomes (Constantine, 2007). Participants were 40 
African American clients who completed treatment with white therapists. They rated the 
quality of their working alliance, perceived microaggressions, their satisfaction level, and the 
therapist’s level of multicultural and general competence. Greater perceived 
microaggressions were significantly predictive of client satisfaction with therapy and a 
weaker working alliance, which in turn predicted ratings of counsellor, general, and 
multicultural competence. The findings provide preliminary support for the detrimental 
impact of therapist microaggressions, but further empirical support is warranted.
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Constantine (2007) developed a self-report scale to measure therapist microaggressions from 
the findings of a focus group interview. However the scale has weaknesses. It was developed 
for African American clients; therefore, items may not reflect other groups’ experiences. A 
factor analysis was not conducted so it is unclear whether it was multidimensional. Sue et 
al.’s (2007) framework was published in the same year as Constantine’s (2007) study. 
Therefore, its theoretical constructs and subsequent empirical literature could not be used for 
item generation.
The scale developed by Constantine (2007) required participants to respond on a three-point 
Likert scale measuring how frequently each situation occurred and how bothersome it was. 
Evidence suggests the reliability, validity, and discriminate power for scales is poorer with 
four or less response categories and is better with seven to ten (Preston and Coleman, 2000).
Furthermore, Constantine’s (2007) uses one scale to measure occurrence and impact, leading 
to lack of clarity, specificity, and incomplete understanding of both. In contrast, Torres- 
Harding et al. (2012) separate out these two facets.
To explore the nature, occurrence, and effects of therapist microaggressions, a theoretically, 
empirically grounded scale is needed. Like Torres-Harding et al. (2012), the scale should 
distinguishes between occurrence and impact and be based on a factor analysis of data from a 
large number of participants.
The present study
Given the limitations of Constantine’s (2007) scale, this study aims to develop a scale to 
separately measure clients’ perceptions of the occurrence and impact of subtle racism in 
therapy.
The study examines microaggressions experienced by MRG clients undergoing therapy with 
MJRG therapists. It seeks to extend knowledge of the construct and test the microaggressions 
theoretical framework.
Overall, the study attempts to address these research questions: How frequently do MRG 
clients perceive therapist microaggressions? How negatively affected by these experiences
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are they? Do background factors predict the perceived occurrence of therapist 
microaggressions? Does the frequency of microaggressions experienced effect clients’ 
evaluations of their working alliance with the therapist?
In light of the existing literature, the study proposes the following hypotheses:
Hypothesis 1 : The scale would have a multidimensional factor structure.
Hypothesis 2: There would be significant differences in the perceived 
occurrence of microaggressions according to client background factors.
Hypothesis 3: The frequency of microaggressions experienced will have a 
significant effect on the perceived quality of the working alliance.
Given the study seeks to develop a measurement scale and test hypotheses about the 
relationship between variables, it adopts a quantitative approach and takes a critical realist 
(Baskar, 2013) epistemological stance. Critical realism believes in the existence of objective 
reality, but holds that it is never fully discoverable because of individual variation in 
interpretation, which is influenced by the socio-political milieu (Ussher, 1999). It embraces 
both quantitative and qualitative modes of enquiry (Ussher, 1999). A critical realist stance is 
suited to this study as it is about clients’ perceptions of microaggressions in therapy, whether 
or not they correspond to reality. Counselling psychology takes a pluralistic stance, 
acknowledging multiple ways of understanding (Rafalin, 2010). Therefore, according to 
methodological pluralism, critical realism provides one way, among many, of understanding 
therapist microaggressions.
Method
Design
The study employed a cross-sectional design. Participants were asked to complete the study 
measures at a single point.
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Participants and recruitment procedure
A convenience purposive sampling strategy (Goodwin, 1995) was used to recruit a minimum 
of 165 participants. This meets Worthington and Whitaker’s (2006) criteria for Exploratory 
Factor Analysis (EFA) (see Appendix 1 for the criteria).
Inclusion criteria were, participants had to reside in the UK, self-identify as being from a 
MRG, and not be suffering from serious mental distress (self-assessed through a screening 
question). Therapy had to be one-to-one with a MJRG therapist, non-NHS for a minimum of 
six weeks and ongoing or terminated (within twelve months).
The sensitive nature of racism meant it could cause participants distress and/or impact on 
their therapy. This was made explicit when obtaining consent and referral to further support 
was offered if required. A favourable ethical opinion was obtained from the university 
Faculty or Arts and Human Sciences Ethics Committee (see Appendix 2).
The advertisement for the study is shown in Appendix 3. Participants were recruited from the 
following sources:
• mental health events targeting MRGs
• counselling services for MRGs - clients and staff (who have undergone therapy)
• network groups for MRG therapists
• attendance at two monthly groups for Black and Asian therapists
• an announcement at a conference
• various pages on social networking sites/internet forums
• announcement on two radio stations
• noticeboards at day centres
• community noticeboards
• students at training institutes for therapists/counsellors and counselling psychology 
programmes (therapy was a course requirement)
• two academics with an interest in multicultural therapy circulated the advert to their 
contacts.
Data collection took place over seven months. 167 participants were recruited; their details 
are provided in Table 1, Table 2, and Table 3. The reasons that brought them to therapy
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included training requirements (34), depression and/or anxiety (38), relationship/family 
issues (27), other trauma (21), other personal struggles/life difficulties (15), bereavement (9), 
physical ill-health (8), addiction (6), eating disorders (3), low self-esteem (3), and other 
mental health difficulties (3).
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Table 1
Participant background details
Age M = 39.01 years SD= 11.09
Gender Male 48 28.7%
Female 119 71.3%
Race Black/Black British 
Caribbean 32 19.2%
African 29 17.4%
Other 3 1.8%
Asian/Asian British 
Indian 31 18.6%
Pakistani 12 7.2%
Bangladeshi 9 5.4%
Chinese 8 4.8%
Other 8 4.8%
White and Black 16 9.6%
White and Asian 6 3.6%
Mixed other 4 2.4%
Country of Birth UK 99 59.3%
Outside of the UK 68 40.7%
First language English 131 78.4%
Other 36 21.6%
Highest level of Secondary education 5 3%
education Post-secondary education 10 6%
Vocational qualification 27 16.2%
Undergraduate degree 56 33.5%
Post-graduate degree 55 32.9%
Doctorate 14 8.4%
Religion No Religion 39 23.4%
Christian 54 32.3%
Muslim 31 18.6%
Hindu 27 16.2%
Buddhist 9 5.4%
Sikh 3 1.8%
Other 4 2.4%
Level of Not at all religious 27 16.2%
religiousness Not religious 12 7.2%
Not that religious 15 9%
Neutral 21 12.6%
Somewhat religious 50 29.9%
Fairly religious 34 20.4%
Very religious 8 4.8%
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Table 2
Participant background details (continued)
Employment status Employed -  Full-time 86 51.5%
Employed -  Part-time 39 23.4%
Student 21 12.6%
Retired 3 1.8%
Unemployed 18 10.8%
Level of trust in the Very trustful 15 9%
MJRG Fairly trustful 56 33.5%
Somewhat trustful 39 23.4%
Neutral 43 25.7%
Somewhat mistrustful 10 6%
Fairly mistrustful 3 1.8%
Very mistrustful 1 .6%
Socio-economic status Upper middle class 3 1.8%
Middle class 83 49.7%
Lower middle class 43 25.7%
Skilled working class 20 12%
Working class 18 10.8%
Political affiliation Conservative 11 6.6%
Labour 79 47.3%
Liberal Democrat 14 8.4%
Green Party 18 10.8%
Respect/Scottish Socialist 
Party/Socialist Party
5 3%
Other 3 1.8%
None 30 18%
Rather not say 7 4.2%
Level of political Not at all aware 1 .6%
awareness Not aware 9 5.4%
Not that aware 9 5.4%
Neutral 18 10.8%
Somewhat aware 63 37.7%
Fairly aware 48 28.7%
Very aware 19 11.4%
Level of political Not at all active 11 6.6%
activity Not active 28 16.8%
Not that active 28 16.8%
Neutral 28 16.8%
Somewhat active 54 32.3%
Fairly active 17 10.6%
Very active 1 .6%
RLES M = 29.11 SD = 6.53
VIA Heritage M = 62.12 SD= 15.37
Mainstream M = 59.52 SD = 14.20
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Table 3
Details of therapy
Length of time in therapy M = 65.61 weeks SD = 96.37
Gender of therapist Male 40 24%
Female 127 76%
Preference for the race of the Same race 21 12.6%
Therapist Different race 10 6%
No preference 136 81.4%
Measures
Development o f the Subtle Racism in Therapy Scale (SRTS)
The process of developing the scale followed recommendations made by Devllis (2003).
The scale items were generated by this author, a trainee on the PsychD Psychotherapeutic, 
and Counselling Psychology at the University of Surrey on the basis of an extensive review 
of the existing theoretical an empirical literature (e.g., Jobanputra & Draghi-Lorenz, 2011).
An initial pool of 82 items were generated. The items were reviewed by the author's 
supervisor, Riccardo Draghi-Lorenz, a researcher with experience in conducting research in 
the area of multicultural counselling, and by three self- identified MRG individuals: one 
Indian male in his 60's, a Bangladeshi male in his 30’s, and a Chinese female in her 30s.
Eight items were dropped because of concerns raised by these collaborators.
The remaining 74 items were piloted on 20 MRG therapy clients. Items were reviewed and 
some were reworded or dropped. They were further reviewed by Riccardo Draghi-Lorenz and 
members of a group for Black and Asian counselling psychologists to improve clarity, 
comprehensibility, and face-validity. This resulted in 55-items which captured 
microaggressions that may emerge in therapy; they appeared to fall into ten subgroups (see 
Appendix 4).
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Items were expressed as scenario that may occur in therapy. Participants were instructed to 
rate how frequently they experienced each item, even if they were unsure if it corresponded 
to reality. Ratings were made on a seven-point Likert scale from 1 (never) to 7 (always). For 
each item experienced (i.e., if they responded 2-7 on the frequency scale) participants were 
asked to rate how negatively affected they were by it on a seven-point Likert scale from 1 
(not at all negatively affected) to 7 (very negatively affected).
Racism and Life Experiences Sca le-B rie f Version (RaLES-B, Harrell, 2000). This is a nine 
item self-report measure of the level of racism an individual experienced, the perceived 
impact it had on them, and their racial group. Participants were required to respond on a five- 
point Likert scale. Items 5 and 6 are reverse scored. Higher scores indicated more experience 
of racism. Convergent validity has been established with related scales (Utsey & Ponterotto, 
1996). The present sample obtained an alpha of .90.
Vancouver Index o f Acculturation (VIA). The VIA (Ryder, Alden & Paulhus, 2000) is a 20- 
item self-report measure consisting of two subscales concerning heritage and mainstream 
dimensions of acculturation. Items are concerned with cultural values, behaviours, and 
traditions. Participants rate the extent to which they agree or disagree with items on a 9-point 
Likert scale from 1 (strongly disagree) to 9 (strongly agree). The VIA is psychometrically 
robust (e.g., David, Okazaki & Saw, 2009). The present study obtained alphas of .90 and .89 
for the heritage and mainstream subscales respectively.
Working Alliance Inventory -  Short Form Revised Client (WAI-SR). The WAI-SR (Hatcher & 
Gillaspy, 2006) for clients is a twelve item self-report measure of the working alliance from 
the client’s perspective. Items reflect perceptions of agreement with the therapist on the goals 
and tasks of therapy and the quality of their bond. The scale is a shortened version of the 
Working Alliance Inventory developed by Horvath and Greenberg (1989). The WAI-SR has 
been found to have good psychometric properties across cultural contexts and therapeutic 
settings (Munder, Wilmers, Leonhart, Linster & Barth, 2010). This study obtained an alpha 
of .93.
Background information. Participants were asked to provide background information about 
themselves and their therapy.
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Procedure
Participants completed the survey online. Firstly, information about the nature and purpose of 
the study was provided. This included that participation was voluntary; they could withdraw 
by exiting before completion, they would not be asked for identifiable information (about 
them or their therapist), and responses would be anonymous. Participants were required to 
provide informed consent before completing the measures, and were debriefed.
All materials and the information sheet are presented in Appendix 5.
Results
Preliminary analysis of the SRTS frequency items
Reliability analysis of the frequency data for the ten item-groupings identified six 
problematic items which were dropped. See Appendix 6 for details. This approach was 
suggested by Raubenheimer (2004). A Cronbach alpha of the remaining 49 items found high 
reliability a = .96, suggesting that the items together may measure a general sensitivity to 
perceiving therapist microaggressions. Furthermore, Pearson’s product-moment correlation 
coefficients showed all but four items were correlate with RLES scores (see Appendix 7). 
Together, this may indicate a unidimensional scale. However, Field (2013) notes that 
Cronbach’s alpha should not be used as a measure of unidimensionality as different factor 
structures can produce the same a. Thus, the SRTS possibly measuring a general sensitivity is 
a caveat to subsequent analysis but does not preclude it.
EFA of the SRTS frequency items
The 49 items were subject to EFA to identify the underlying dimensions that explain the 
covariance and interrelatedness between manifest variables (Matsunaga, 2010).
The sample was deemed appropriate for EFA as Bartlett’s test of sphericity was significant % 
\1176) = 7276.37 p <001 and the Kaiser-Meyer-Olkin (KMO) measure of sampling
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adequacy was .89 (which Hutcheson and Sofroniou [1999] consider to be ‘great’). In 
addition, the KMO value for each item was greater than .72, which is above the acceptable 
limit of .5 suggested by Field (2013).
The EFA (see Appendix 8 for method) yielded nine factors with eigenvalues greater than 
Kaiser’s criterion of one for factor retention; however, examination of the scree plot (Cattell, 
1966) suggested six, seven, or eight retainable factors. The most accurate method for 
deciding on factor retention has been debated, but parallel analysis (Horn, 1965) is often 
recommended (Matsunaga, 2010). A parallel analysis was conducted using software 
developed by Patil, Singh, Mishra and Donovan (2007) see Appendix 8 for details.
This supported a seven factor solution. The findings of six-, seven- and eight-factor solutions 
were examined. The eight factor solution was most interpretable, the main factor retention 
criteria according to Worthington and Whittaker (2006). In comparison, six-factor and seven- 
factor solutions made less conceptual sense and contained more cross-loading items. The six- 
factor solution contained one factor consisting of one item.
Items were deleted when factor loadings were less than .4 (Field, 2013) and if they cross­
loaded with less than .15 difference from the items highest factor loading (Worthington and 
Whittaker, 2006). Using these criteria, 14 items were deleted and 35 items were retained 
across the eight factors. One factor (factor VII) contained two items; it was retained as it was 
conceptually interpretable and the items were highly correlated r = .7 (Worthington and 
Whittaker, 2006). The eight factor solution pattern coefficients and communalities are 
presented in Table 4 and Table 5 (due to space limitations). Table 5 includes Cronbach’s 
alphas and the percentage of variance explained per factor.
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Factor I, Invisibility/inferiority, consisted of eight items reflecting feeling unseen or unheard 
and treated as a lesser person (e.g., “I felt as if my therapist did not listen to me because of 
my race/culture”).
Factor II, Overlooking race/culture, comprised of five items reflecting feeling that one’s 
racial/cultural identity and/or experience was inadequately addressed (e.g., “I felt as if my 
therapist failed to acknowledge my racial identity”).
Factor III, Assumptions about intelligence/achievement, contained four items concerning 
assumptions about academic achievement, career and intellect (e.g., “I felt as if my therapist 
assumed I had a lower education because of my race/culture.”).
Factor IV, Overemphasis on difference, consisted of five items concerning racial/cultural 
differences being brought in the room more than desired (e.g., “I felt as if my therapist made 
my concerns too much about race/culture”).
Factor V, Appearing threatening, contained three items about receiving the impression that 
one was viewed as intimidating or unlawful (e.g., “I felt as if my therapist was scared of me 
because of my race/culture”).
Factor VI, Cultural misunderstanding, comprised of four items concerning incomprehension 
of racial/cultural beliefs, values, and practices (e.g., “I felt as if my therapist did not 
appreciate the importance of certain values in my community”).
Factor VII, Presumptions about Britishness, consisted of two items reflecting assumptions 
about sense of connection to this country.
Factor VIII, Stance on inequalities comprised of five items reflecting the onus for 
discrimination (e.g., “I felt as if my therapist implied that people from my racial/cultural 
background would succeed in life if they worked harder”).
The factors were internally consistent (see Table 5). Pearson’s product-moment correlation 
coefficients between factors and descriptive statistics are presented in Table 6 . Apart from 
Factor II, all of the factors were significantly correlated with each other, supporting the
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decision to use an oblique rotation. Total factor scores per participant were calculated by 
summing factor items scores and dividing it by the number of items per factor (DiStefano, 
Zhu & Mîndrilâ, 2009).
Table 6
Inter-factor Correlations and Descriptive Statistics
Factor 1 2 3 4 5 6 7 8
M
(95% confidence 
intervals)
1. Invisibility/inferiority — 1.89
(1.69,2.09)
2. Overlooking race/culture .259** — 2.36 
(2.12,2.61)
3. Assumptions about 
intelligence/achievement
.640** .177* — 1.59 
(1.41,1.77)
4. Overemphasis on 
difference
.433** .073 .341** — 2.59 
(2.35,2.82)
5. Appearing threatening ,457** .206** .485** .247** — 1.54 
(1.36,1.72)
6. Cultural misunderstanding .466** .539** .195* .373** .230** — 3.26 
(2.99,3.53)
7. Presumptions about 
Britishness
.457** .049 .306** .490** .351** .393** — 2.24 
(1.20,2.48)
8. Stance on inequalities .521** -.065 .341** .258** .511** .271** .453** — 1.82
(1.61,2.02)
**p<001
* p<.05
Analysis of the relationship between background factors and the SRTS
A series of multiple regression analyses were conducted to explore the relationship between 
background factors and perceived microaggressions, in total and for subscales. Although the 
frequency scores were not normally distributed, normality of errors was verified through 
inspection of histograms of standardised residuals and normal probability plots.
Following the approach set out by Field (2013), initial regression analyses were conducted 
including all background factors as predictor variables (refer to Appendix 9 for the variables 
included and entry order). Each analysis was re-run excluding variables that did not make a 
significant contribution to the model. The regression coefficients for each analysis are 
presented in the tables referenced in the sections below.
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For total SRTS scores (Table 7), invisibility/inferiority (Table 8), assumptions about 
intelligence/achievement (Table 9), and appearing threatening (Table 10) as RLES scores 
increased, and VIA-mainstream scores decrease, scores on SRTS total and each of the three 
subscales significantly increased.
Cultural misunderstanding (Table 11) and stance on inequalities (Table 12) scores 
significantly increased as RLES scores and level of political activity increased and VIA- 
mainstream and political awareness decreased.
For the overlooking race/culture subscale (Table 13), scores increased significantly as RLES 
score increased and VIA-mainstream and level of religiousness decreased.
Overemphasis on difference scores (Table 14) increased significantly, as RLES scores and 
level of religiousness increased and VIA-heritage scores decreased.
Presumptions about Britishness (Table 15) significantly increased as RLES scores and VIA- 
mainstream scores increased and when participants were bom outside of Britain.
Table 7
Summary ofHierarchical Regression fo r  Background Factors Predicting SRTS Total
Variable B SEB P
Step 1
Constant -6.61 9.71
RLES 2.83 .33 56***
Step 2
Constant 46.95 14.16
RLES 2.44 .31 .48***
VIA-mainstream -.71 .15 -.31***
R2 =.31 for Stepl, ÀR2 = .09 for Step 2 (p<001)
***p<001
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Table 8
Summary o f Hierarchical Regression fo r  Background Factors Predicting
invisibility/inferiority
Variable B SEB p
Step 1
Constant -.63 .42
RLES .09 .01 *
Step 2
Constant 1.46 .62
RLES .07 .01 .36***
VIA-mainstream -.03 .01 -.30***
R2 =19 for Stepl, AR2.09 = for Step 2 (p<001)
***p<001
Table 9
Summary o f Hierarchical Regression fo r  Background Factors Predicting Assumptions about
intelligence/achievement
Variable B SEB p
Step 1
Constant -.15 .40
RLES .06 .01 .33***
Step 2
Constant 1.35 .61
RLES .05 .01 27***
VIA-mainstream -.02 .01 -.24**
R2 =11 (p<001) for Stepl, AR2 = 05 (p<01) for Step 2 
** pc .01 ***p<001
Table 10
Summary o f Hierarchical Regression fo r  Background Factors Predicting Appearing
threatening
Variable B SEB p
Step 1
Constant -.61 .37
RLES .07 .01 41***
Step 2
Constant 1.31 .57
RLES .06 .01 .33***
VIA-mainstream -.03 .01 _ gi***
R2 = .17 for Stepl, AR2 = .09 for Step 2 p<001
*** p<001
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Table 11
Summary o f Hierarchical Regression fo r Background factors Predicting Cultural
misunderstanding
Variable B SEB p
Step 1
Constant .34 .59
RLES .10 .02 37***
Step 2
Constant 2.84 .88
RLES .08 .02 .30***
VIA -  Mainstream -.03 .01 -.27***
Step 3
Constant 3.33 .95
RLES .07 .02 .26***
VIA -  Mainstream -.04 .01 -.30***
Political activity .32 .09 27***
Political awareness -.23 .11 -.16*
R2 = .14 for Stepl, AR2 = .07 for Step 2 (pc.001), AR2 = .06 for Step 3 (p<01) 
*p<05 ***p<001
Table 12
Summary o f Hierarchical Regression fo r  Background Factors Predicting Stance on
Inequalities
Variable B SEB p
Step 1
Constant -.95 .42
RLES .10 .01 47***
Step 2
Constant .74 .63
RLES .80 .01 44 * * *
VIA-Mainstream -.02 .01 -.24***
Step 3
Constant 1.91 .66
RLES .08 .01 .40***
VIA-Mainstream -.02 .01 -.25***
Political awareness -.32 .07 -.31***
Political activity .15 .07 .17*
R2 = .23 for Stepl, AR2 = .06 for Step 2, AR2 = .08 for Step 3 p<.001
*p<.05 ***p<.001
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Table 13
Summary o f Hierarchical Regression for Background Factors Predicting Overlooking
Race/Culture
Variable B SEB P
Step 1
Constant .76 .55
RLES .06 .02 .23**
Step 2
Constant 1.94 .86
RLES .05 .02 .19*
VIA -  mainstream -.02 .01 -.14
Step 3
Constant 2.67 .91
RLES .05 .02 .20**
VIA -  mainstream -.02 .01 -.17*
Religiousness -.15 .07 -1.7*
R2 =.05 for Stepl (p<.01), AR2 = .02 (non sig) for Step 2, AR2 = .03 (p<05) for Step 3
**p<01 *p<05 
Table 14
Summary o f Hierarchical Regression for Background Factors Predicting Overemphasis on
Difference
Variable B SEB p
Step 1
Constant -.17 .50
RLES .10 .02 .40***
Step 2
Constant 1.47 .70
RLES .09 .02 37***
VIA-Heritage -.02 .01 -.23***
Step 3
Constant 1.04 .72
RLES .08 .02 .33***
VIA-Heritage -.03 .01 -.29***
Religiousness .16 .06 .20**
Political activity .11 .70 .10
R2 = .16 for Stepl (p<001), AR2 = .05 (p<001) for Step 2, 
AR2 = .04 (p<01) for Step 3
**p<01  ***p<001
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Table 15
Summary o f  Hierarchical Regression for Background Factors Predicting Presumptions about 
Britishness
Variable B SEB p
Step 1
Constant .19 .53
RLES .07 .02 29***
Step 2
Constant .85 .87
RLES .07 .02 30***
VIA -  mainstream .02 .01 -.16*
Country of birth .81 .24 26***
R2 = .09 for Stepl, AR2 = .11 for Step 2 pc.001 
* p<05 *** p<001
Analysis of the relationship between the SRTS and the WAI-SR
A series of multiple regressions were conducted to determine whether SRTS total and 
subscale scores predicted WAI-SR scores above background factors. Following Field’s 
approach (2013), initial regression analyses were conducted per subscale (or SRTS total) 
entering the background factors followed by the respective subscale. Each analysis was re­
run excluding variables not significantly contributing to the model. Regression coefficients 
for each analysis are in the tables denoted below.
For total SRTS scores (Table 16), invisibility/inferiority (Table 17), assumptions about 
intelligence/achievement (Table 18), cultural misunderstanding (Table 19), presumptions 
about Britishness (Table 20), and stance on inequalities (Table 21), lower VIA-heritage 
scores and higher scores on each subscale (or STRS total) resulted in significantly lower 
WAI-SR scores.
As VIA-heritage scores decreased and RLES scores and scores on the overlooking race and 
culture (Table 22) and appearing threatening (Table 23) subscales increases, WAI-SR scores 
decreased significantly.
Lower VIA-mainstream scores and higher overemphasis on difference (Table 24) scores 
predicted lower WAI-SR scores.
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Table 16
Summary o f Hierarchical Regression for Background Factors and SRTS total predicting WAI-SR
Variable B SEB 3
Step 1
Constant 23.70 3.21
VIA-Heritage .17 .05 .26**
Step 2
Constant 40.11 3.11
VIA-Heritage .13 .04 .19**
SRTS total -1.8 .02 .-58***
R2 = .07 for Step 1 (p<01), A R2 = .33 for Step 2 (p<001)
**p<01 ***p<001
Table 17
Summary of Hierarchical Regression for Background Factors and invisibility/inferiority predicting 
WAI-SR
Variable B SEB 3
Step 1
Constant 23.70 3.21
VIA-Heritage .17 .05 .26***
Step 2
Constant 31.66 2.86
VIA-Heritage .17 .04 26***
Invisibility/inferiority -4.18 .50 -.53***
R2 = .07 for Step 1, A R2 = .28 for Step 2 (pc.OOl)
***p<001
Table 18
Summary of Hierarchical Regression for Background Factors and assumptions about
intelligence/achievement predicting WAI-SR
Variable B SEB 3
Step 1
Constant 23.70 3.21
VIA -  Heritage .17 .05 26***
Step 2
Constant 30.16 3.25
VIA -  Heritage .15 .05 .22**
Assumptions about intelligence/achievement -3.11 .61 -.36***
R2 = .07 for Step 1, A R2 = .13 for Step 2 (pc.OOl)
**p<01 ***p<001
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Table 19
Summary of Hierarchical Regression for Background Factors and Cultural Misunderstanding
Predicting WAI-SR
Variable B SEB 3
Step 1
Constant 23.70 3.21
VIA -  Heritage .17 .05 .26***
Step 2
Constant 31.53 2.99
VIA -  Heritage .19 .04 29***
Cultural misunderstanding -2.79 .38 -.48***
R2 = .07 (p<001) for Step 1, A R2 = .23 (p<001) for Step 2
***p<001
Table 20
Summary o f Hierarchical Regression for Background Factors and Presumptions about Britishness
predicting WAI-SR
Variable B SEB 3
Step 1
Constant 23.70 3.21
VIA -  Heritage .17 .05 .26***
Step 2
Constant 31.39 3.07
VIA -  Heritage .16 .05 23***
Presumptions about Britishness -2.95 .44 _ 45
R2 = .07 (p<001) for Step 1, À R2 = 20 (pc.OOl) for Step 2
***p<.001
Table 21
Summary of Hierarchical Regression for Background Factors and Stance on Inequalities Predicting
WAI-SR
Variable B SEB 3
Step 1
Constant 23.70 3.21
VIA -  Heritage .17 .05 .26***
Step 2
Constant 29.84 3.26
VIA -  Heritage .15 .05 .23**
Stance on inequalities -2.67 .55 -.35***
R2 =.07 (pc.001) for Step 1, A R2 = .12 (pc.001) for Step 2 
** pc.01 ***p<.001
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Table 22
Summary of Hierarchical Regression for Background Factors and Overlooking Race/Culture
Predicting WAI-SR
Variable B SEB B
Step 1
Constant 37.60 4.84
VIA -  Heritage .15 .05 .22**
RLES -.43 .12 _27***
Step 2
Constant 38.99 4.78
VIA -  Heritage .14 .05 214**
RLES -.36 .12 -.23**
Overlooking race/culture -1.21 .47 -1.9*
R2 = .14 (p<001) for Step 1, À R2 =.03 (p<05) for Step 2 
*p<05 **p<01 ***p<001
Table 23
Summary of Hierarchical Regression for Background Factors and Appearing Threatening Predicting 
WAI-SR
Variable B SEB B
Step 1
Constant 37.61 4.84
VIA -  Heritage .15 .05 .22**
RLES -.43 .12 -.27***
Step 2
Constant 37.11 4.82
VIA -  Heritage .15 .05 .22**
RLES -.35 .13 -.22**
Appearing threatening -1.10 .68 -.13
R2 = .14 (p<001) for Step 1, À R2 =11 (non. sig) for Step 2
**p<01 ***p<001
Table 24
Summary of Hierarchical Regression for Background Factors and Overemphasis on Difference
predicting WAI-SR
Variable B SEB B
Step 1
Constant 24.85 3.36
VIA — Mainstream .16 .06 .22**
Step 2
Constant 32.06 3.43
VIA -  Mainstream .14 .05 20**
Overemphasis on difference -2.41 .47 -.36***
R2 = .05 (p<01) for Step 1, A R2 =13 for Step 2 (p<001)
**p<01 ***p<001
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Analysis of SRTS impact data
Participant impact scores per factor were calculated by summing the scores and dividing it by 
the number items per factor. Descriptive statistics, inter-subscale correlations, and 
Cronbach’s alphas are presented in Table 25. The subscales were reliable and apart from 
overlooking race/culture, they were inter-correlated. Impact scores were not further analysed 
due to limited data (participants only responded if they experienced the item).
Table 25
Descriptive Statistics for the impact data of SRTS subscales
Subscale 1 2 3 4 5 6 7 8
M
(95% confidence 
intervals)
1. Invisibility/inferiority
2. Overlooking 
race/culture .244**
1.56 
(1.27,1.86)
1.96
(1.65,2.27)
3. Assumptions about 
intelligence/achievement .611** .146 — .96 (.69,1.23 )
4. Overemphasis on 
difference .491** .129 .436** — 2.20 (1.90,2.50)
5. Appearing threatening
6. Cultural 
misunderstanding
.463**
.490**
.188*
.533**
.460**
.240**
.262**
.424** .251**
.86
(.59,1.12)
3.27 
(2.93,3.60)
7. Presumptions about 
Britishness .532** .097 .312** .498** .329** .434** — 1.93(1 .59 ,2 .27 )
8. Stance on inequalities .607** -.049 .427** .322** .543** .294** .468** — 1.27(.9 8 ,1 .5 5 )
a .92 .86 .87 .82 .85 .87 .71 .85
**p<.001 *p<05
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Discussion
The current study is the first to develop a theoretically and empirically grounded scale to 
measure MRG clients’ perceptions of the occurrence and impact of therapist 
microaggressions. As hypothesised, the findings provide preliminary support for a 
multidimensional scale and show significant difference in the frequency of microaggressions 
experienced according to client background factors. The study also provides evidence to 
support the hypothesis that the occurrence of microaggressions significantly effects clients’ 
perceptions of the quality of the working alliance.
The EFA of frequency data found 35 perceived therapist microaggressions forming eight 
dimensions that appear related yet distinct according to the inter-correlation matrix. The 
mean occurrence scores suggest that while perceived therapist microaggressions occur, they 
are rare.
The appearing threatening assumptions about intelligence and invisibility/inferiority 
dimensions parallel the findings of existing empirical and theoretical literature pertaining to 
microaggressions in general (Torres-Harding et al., 2012; Nadal, 2011). Apart from the 
speculative examples provided by Sue et al. (2007), these dimensions have not previously 
been discussed in therapy. It is probable they emerged in this study as scale items were 
generated from a comprehensive literature review. As some dimensions are akin to everyday 
microaggressions, this perhaps reflects therapy being a microcosm of society (Taylor, 1999).
Unlike previous research, items reflecting invisibility/inferiority loaded onto one dimension, 
perhaps because they both reflect how victims feel due to microaggressions. This is supported 
by Franklin and Boyd-Franklin (2000) who note feeling devalued, overlooked, and unseen 
may result from microaggressions.
The presumptions about Britishness and stance on inequalities dimensions are similar to 
microaggressions identified in general (e.g., Torres-Harding, 2012) and in therapy. Previous 
research shows some MRG clients felt their therapist made assumptions about where they 
consider home (Jobanputra & Draghi-Lorenz, 2012; Gerrard, 1991) and have concerns about 
therapists knowledge of the significance of inequalities (Chang & Berk 2009; Thompson et 
al., 2004). Recently, issues around immigration and benefits have received media
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prominence. There is potential for current socio-political debates to affect therapist behaviour 
and client interpretation.
Two subscales concern the extent to which therapists’ bring up race. Overlooking 
race/culture reflects a perceived therapist lack of emphasis on race and culture and clients 
feeling that their racial identity was unacknowledged. Previous research has found that 
avoidance of race for some clients is indicative of subtle racism (e.g., Thompson et al. 2004; 
Gerrard, 1991; Thompson & Jenal, 1991). This relates to literature on colour-blindness (e.g., 
Neville et al., 2000).
Conversely, the overemphasis on difference dimension reflects therapists’ over-focusing on 
race. Existing literature shows that some clients feel this labels them as ‘different’ by their 
therapist and they experience this as racism (e.g., Chang & Berk, 2009; Jobanputra & Draghi- 
Lorenz, 2012). This highlights the challenge of bringing up race as it presents therapists with 
a double bind (Lee, 2005).
The emergence of a cultural misunderstanding subscale may suggest that some clients 
interpret it as micro-aggressive. However, evidence also suggests that others do not consider 
it racist because they do not expect cultural understanding (Jobanputra & Dragh-Lorenz, 
2012). Multiple perspectives are possible; this could represent a form of microaggression, or 
another construct (e.g., perceptions of therapist multicultural competence).
Secondly, it was hypothesised that client background factors would predict participants’ 
perceptions of the occurrence of microaggressions. The study provided preliminary evidence 
for this. Effect sizes were significant but small, therefore the findings are tentative. However, 
the more life experiences of racism participants had the more frequently they perceived 
microaggressions across the dimensions. This supports previous research which suggests 
previous racism may influence clients’ perceptions’ of therapist microaggressions 
(Jobanputra and Draghi-Lorenz, 2012).
The less affiliated participants were to mainstream culture, the more frequently they 
experienced microaggressions. Apart from on the overemphasis on difference dimension. 
Perhaps this increased the distance between MRG clients and their therapist, making them 
more likely to perceive therapist microaggressions.
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Participants were more likely to experience microaggressions pertaining to overemphasis on 
difference if less affiliated to their heritage culture. If clients feel less connected to their 
heritage culture, their therapist raising race could be interpreted as a microaggression.
More religiousness predicted higher scores on the overemphasis on difference subscale 
whereas it predicted lower scores on the overlooking race dimension. This may reflect 
religious differences being more salient to those who are religious compared to racial 
differences.
A higher level of political activity predicted higher scores on the stance on inequalities and 
cultural misunderstanding dimensions whereas more political awareness predicted lower 
scores. Perhaps greater awareness provides a way to rationalise such experiences. Whereas 
political activity may involve directly tackling inequalities and hence perceiving them, but 
not rationalising them.
Being bom outside of the UK predicted higher scores on the presumptions about Britishness 
subscale. These clients may have more experiences that make them feel disconnection to 
Britain. This becomes apparent in therapy.
Thirdly, it was hypothesised that the frequency of microaggressions experienced would have 
a significant effect on the perceived quality of the working alliance. This was supported. With 
medium effect sizes, higher total SRTS scores, and subscales scores significantly predicted 
lower client evaluations of the working alliance. This supports the findings of Constantine’s 
(2007) study and provides further support for Sue et al.’s (2007) argument that 
microaggressions are likely to weaken the working alliance.
Some limitations of the study must be considered. The approach does not allow 
understanding of items interpretation. Some items may have been interpreted as constructs 
other than microaggressions (e.g., therapist cultural competence). However, items were 
generated from a comprehensive review of the microaggressions literature and have 
previously been identified as examples. This study aimed to develop a quantitative measure. 
Qualitative methodologies are better suited to answering questions about participant 
interpretation.
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There was less impact data available as participants, only respond if they experienced the 
microaggression in question. This is why it was not interpreted further (this may also explain 
why Torres-Harding (2012) did not report their impact data). Future research is needed with a 
larger sample size to allow collection of sufficient impact data for analysis. This may also 
allow exploration of the relationship between microaggressions and other background factors, 
such as racial group, which had too small numbers in some categories for analysis. However, 
this study did manage to recruit a large sample, consider ethnic minority participants are 
known to be challenging to recruit (e.g., Yancey, 2006).
Asking participants how negatively affected they were may have been vague. However, the 
aim was to encapsulate the range of negative feelings microaggressions could elicit. Also, 
given the study was anonymous and completed online, the integrity of the data could not be 
assessed. The sensitive nature of the topic made it important to ensure anonymity and being 
online made the survey more accessible.
Moreover, with the exception of Jobanputra and Draghi-Lorenz (2012), the literature used for 
item generation was from a North American context. There may be differences in the 
manifestation of microaggressions between countries; therefore, the items may not fully 
reflect UK therapeutic settings. However, there are likely to be similarities and the study 
drew on all available material. Further research is needed to identify the manifestation of 
microaggressions in a British context.
Further research is needed to evaluate the SRTS factor structure through a Confirmatory 
Factor Analysis (CFA). The reliability analysis of the initial 49 items indicated a possible 
unidimensional factor structure but the inter-correlations between the dimensions suggest the 
subscales are related yet distinct. CFA would allow comparisons to be made between 
unidimensional and multidimensional models to determine which will result in a more 
accurate scale.
Consideration is also warranted of the microaggressions experienced by different racial 
groups in therapy and when the racial composition of the dyad varies. In addition, further 
research is needed on the effect of microaggressions on the process and outcome of therapy.
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In conclusion, the findings of the study provide evidence that clients do perceive 
microaggressions in therapy, albeit rarely, and they seem to have a negative effect on clients’ 
perception of the working alliance. Furthermore, client background factors appear to predict 
the occurrence of microaggressions experienced in therapy. These findings have implications 
for counselling psychology. Clients’ experiences of microaggressions are not merely about 
our behaviour, they are also about their perception. Therefore, it is important that we stay 
close to their experiences of both us and therapy. Personal development remains a priority for 
counselling psychologists to develop a contextualised understanding of ourselves and the 
racial biases we may bring to the therapeutic relationship. This should be within an 
environment that fosters self-compassion as opposed to shame, as personal histories and 
societal influences affect us all. It is also our responsibility to maintain awareness of current 
societal discourses on race in order to have a contextualised understanding of how race may 
enter our therapy rooms.
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Reflections on the Use of Self in Research
[I approached this study as a MRG trainee counselling psychologist who has experienced 
overt and subtle racism throughout my life. Like my participants with their responses to the 
scale items, my background and experience has influenced the development and process of 
the study, and my interpretation of the findings.
Reflecting on the process of completing this study was emotional for me, because it was my 
second attempt at it, this time for the resubmission of my portfolio. I started to doubt my 
original idea, and wondered if I should choose to do a different project instead. Everything I 
had worked for to fulfil my ambition of being a counselling psychologist was at stake. This 
was upsetting and provoked anxiety. In order to gain some clarity, I began to engage with 
various people and groups about the subject of my research and the purpose of this study. The 
genuine level of interest my research generated, and the stories shared with me about clients’ 
experiences of therapy (both good and bad) encouraged me to reconnect with the importance 
of this area of enquiry, which was what led me to embark on it in the first place. This helped 
me pick myself up and go about completing this study with increased vigour, diligence, and 
focus. I continued to be encouraged by the number of participants who contacted me about 
receiving a report of the findings.
I reframed my situation as an opportunity; to ensure I learnt from the mistakes I made, and 
produced a piece of work I could be confident in. I set out to improve the scale in light of 
several shortcomings. In recruiting research participants, which was a challenging aspect of 
conducting the study, I was reconnected with an old skill. In my previous career as a 
researcher, I was usually assigned projects that involved working with people and building 
relationships, which I was good at. I attended events around the country to try and recruit 
people and thought of different avenues I had not explored before. It ended up taking seven 
months to recruit the participants. One of the main reasons I think it went wrong last time was 
that I was overambitious in what I was trying to achieve within the time available. I learnt a 
valuable lesson about setting realistic goals.
In terms of the findings of the study, it was important for me to convey that they speak of a 
minority of events. Nevertheless, these events do occur. From my perspective, the findings 
are not intended to be critical of therapists and warn them against holding racial biases, even
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though we should question such aspects of our socialisation and strive to adopt an anti- 
discriminatory stance. They are more about showing that we need to stay close to our clients’ 
experiences because microaggressions are complex, involving client perceptions as much as 
therapist behaviour. For me it highlights that counselling psychology it is right to hold our 
clients’ subjective experiences central to our practice.
As with my previous research in the area, this led to me to reflect on my relationship with my 
current, and previous, therapists. I experienced frustration with my first therapist because she 
persisted in attributing my presenting difficulties to growing up between British and Indian 
culture and the tensions this entails. There was some truth in this and I benefited from the 
work we did around this. It was however frustrating because I did not see it as as much of a 
concern as my therapist did. She would also tell me about her work with other second 
generation Asian clients and how they had experienced similar difficulties. This led me to 
question whether she was staying with my subjective experience or making assumptions and 
generalisations based on other clients she had worked with from a similar ethnic background. 
In the end I became angry about her attributing all my concerns to my race and wondered if 
they were reflective of her subtle racial biases and view that ‘we’ were all the same.
Adopting a critical realist epistemological stance allowed me to use a quantitative approach 
whilst recognising that the findings reflected participant individual interpretation. It seemed 
less at odds with the values of counselling psychology then adopting a realist stance.
However the quantitative approach made it feel like some complexity was lost. At times I felt 
like the items were virtually meaningless in the absence of context. In addition I started to 
question whether it was indeed subtle racism I was capturing though the measure of some 
other dimension of being a client in a racially unmatched counselling dyad and I did not have 
the option to explore this further with the participants. This highlighted some of the 
shortcomings of adopting a quantitative approach when conducting the study.
I had to pull myself back from this and look at the data for what it was actually telling me, as 
opposed to what it was not. Through this I came to understand and value the methodological 
pluralism advocated by our discipline that views the current findings as one of many other 
ways to gain an understanding of racism in therapy, not a definitive one. I took some comfort 
in knowing there were alternative epistemological and methodological perspectives that 
allowed me to gain an understanding of different aspects of racism in therapy.
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A further concern is one I have had through the course of doing all of my research, and that is 
about focusing on white therapists and MRG clients. While there are many valid reasons why 
I did, I do not mean to suggest that MRG therapists cannot perpetrate racism, or that it does 
not need to be considered when client and therapist are of the same race. Racism can occur 
within racial groups and MRG therapists are not immune from holding and perpetuating 
biases. It is of as much importance for me and other MRG therapists to explore our own 
biases as it is for someone from the MJRG.]
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Appendix 1
• Criteria for the number of participants required for an Exploratory Factor Analysis
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According to Worthington and Whittaker (2006), a minimum sample size should be 
established at the outset of data collection.
They consider 150-200 participants as adequate, provided communalities are above .5 and the 
suitability of the data for EFA is confirmed using Bartlett’s test of sphericity and the Kaiser- 
Meyer-Olkin (KMO) measure of sampling adequacy.
Velicer and Fava (1998) consider a ratio of three participants to one item as adequate.
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• Ethical approval form
Appendix 2
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Chair’s Action
Ref:
Name of Student:
Title of Project:
Supervisor:
Date of submission:
Date of re-submission:
The above Project has been submitted to the FAHS Ethics Committee.
A favourable ethical opinion has now been given.
Signed:___________________
Professor Bertram Opitz 
Chair
Dated:
893-PSY-13 (with conditions)
RENA JOBANPUTRA
Racism in the therapeutic relationship: 
measuring Minority Racial Group clients' 
perceptions of subtle racism in therapy with 
their white therapists
DR RICCARDO DRAGHI-LORENZ
12th MARCH 2013
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Appendix 3
• Advertisement for the study
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UNIVERSITY OF
SURREY
RESEARCH PARTICIPANTS NEEDED
Are you from a Racial Minority Group? Are you having, or have you had, therapy / counselling 
with a White therapist? If so, then I could really do with your help! Please complete my survey 
about your experiences.
It is completely anonymous, you will not be asked for your name or your therapist’s name.
By participating you will help therapists work in a way that is racially and culturally sensitive 
and ultimately benefit future racial minority people who have therapy.
My name is Rena and this research is part of my Doctorate in Psychotherapeutic and 
Counselling Psychology at the University of Surrey.
Please visit the link below to start the survey:
http ://surveys.fahs.surrey.ac.uk/experiences_of_therapy_3/
OR http://ow.ly/tpYxo
Thank you so much for your help!
Rena
r.jobanputra@surrey.ac.uk
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• The ten item subgroups
Appendix 4
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The ten natural groups the items fell into are shown below under the headings below.
One
• I felt as if my therapist treated me as if I do not truly belong in this country
• I felt as if my therapist assumed I am knowledgeable about multicultural issues 
because of my race/culture
• I felt as if my therapist wanted me to teach them about my race/culture
• I felt as if my therapist treated me differently because of my race/culture (when I want 
to be treated like everyone else)
• I felt as if my therapist made assumptions about where I consider home to be
• I felt as if my therapist could not see beyond my colour
• I felt as if my therapist made my concerns too much about my race/culture
Two
• I felt as if my therapist viewed both of our experiences of oppression as similar even 
though they are not from a minority racial group
• I felt as if my therapist denied having any cultural or racial stereotypes
• I felt as if  my therapist viewed me as oversensitive about racial/cultural issues
• I felt as if my therapist seems unaware of how much they benefit from being white
• I felt as if my therapist seemed unaware of the realities of racism
• I felt that my therapist failed to acknowledge my racial identity
• I felt as if my therapist implied that they did not notice my colour
• I felt as if my therapist minimised my racial/cultural experiences
• I felt as if my therapist underrated the significance of our racial/cultural differences
Three
• I felt as if my therapist held people from racial minorities accountable for racial 
inequalities
• I felt as if my therapist implied people from my racial/cultural background get unfair 
benefits
• I felt as if my therapist believed people from my racial/cultural background would 
succeed in life if they worked harder
• I felt as if my therapist suggested I needed to do more to prove I am not like others 
from my racial/cultural background
• I felt as if my therapist denied people from minority racial groups face extra obstacles 
than those who are from the majority racial group
Four
• I felt as if my therapist assumed that all people from my racial/cultural background 
come to therapy with similar areas of concern
• I felt as if my therapist believed that people from my racial background share some 
similar characteristics (e.g. beliefs, values, thoughts and lifestyle)
• I felt as if my therapist was expecting me to behave in ways that are inconsistent with 
my own racial or cultural values
• I felt as if  my therapist made assumptions about what my racial background was 
based on my appearance
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Five
• I felt as if my therapist did not take me seriously because of my race/culture
• I felt as if my therapist ignored my opinions because of my race/culture
• I felt as if my therapist did not see the real me because of my race/culture
• I felt as if my therapist did not listen to me because of my race/culture
• I felt as if my therapist devalued what I brought to therapy because of my race/culture
Six
• I felt as if my therapist implied that I was exotic in a sexual way because of my 
race/culture
• I felt as if  my therapist held sexual stereotypes about me because of my racial/cultural 
background
• I felt as if my therapist suggested it was fashionable or trendy to be from my 
racial/cultural background
Seven
• I felt as if my therapist treated me as if I am less intelligent because of my race/culture
• I felt as if my therapist assumed I would be lower-status worked because of my
race/culture
• I felt as if my therapist assumed I had a lower education because of my race/culture
• I felt as if my therapist was surprised by my professional success due to my 
race/culture
Eight
• I felt as if my therapist viewed me as being of a lower status than someone from the 
majority racial group
• I felt as if my therapist would have given better treatment to someone from the 
majority racial group
• I felt my therapist treated me like a second class citizen because of my race/culture
• I felt I received poorer treatment by my therapist because of my race/culture
Nine
• I felt as if my therapist emphasised negative aspects of my racial/cultural background
• I felt as if my therapist implied I should downplay certain aspects of my race/culture
• I felt as if my therapist implied I should assimilate into mainstream British culture
• I felt as if my therapist suggested my racial/cultural background was undesirable or 
dysfunctional
• I felt as if my therapist made assumptions about my concerns based on my racial/ 
cultural background
• I felt as if my therapist viewed some of my racial/cultural behaviours as areas of 
concern
• I felt as if my therapist gave me a diagnosis based on my race/culture
• I felt as if my therapist did not understand my culture
• I felt as if my therapist did not appreciate the importance of certain values in my 
community
• I felt as if my therapist did not fully get the relevance of cultural characteristics of my 
family (e.g. values, beliefs and behaviours)
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Ten
• I felt as if my therapist assumed I am aggressive because of my race/culture
• I felt as if my therapist assumed I am likely to engage in criminal behaviour because 
of my race/culture
• I felt as if my therapist was scared of me because of my race/culture
• I felt as if my therapist avoided eye contact with me because of my race/culture
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Appendix 5
• Information Sheet for Participants
• Consent Form
• Background Information
• Racism and Life Experiences Scale -  Brief Version (RLES)
• Vancouver Index of Acculturation (VIA)
• Subtle Racism in Therapy Scale (SRTS)
• Working Alliance Inventory -  Short Revised (WAI-SR) (Not included due to 
copyright)
• Debriefing
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Study:
Minority Racial Group clients’ experiences of therapy with their White therapists.
Thank you for taking the time to consider participating in this research study. Please read the 
information below before you decide whether you would like to take part.
PLEASE CLICK HERE TO START THE SURVEY
Introduction
My name is Rena Jobanputra and I am conducting this study as part of my Doctorate in 
Psychotherapeutic & Counselling Psychology at the University of Surrey. I am interested in 
your experiences of working with your White therapist through the course of therapy.
You have been invited to participate in the study as you may identify yourself as being from a 
Minority Racial Group and have undergone or are undergoing therapy with a White therapist.
Taking part and withdrawal
Your participation in the study is entirely voluntary and you can withdraw by exiting the 
survey before completion. Your responses will be anonymous, you will not be asked for any 
information that could make you or your therapist identifiable. For this reason it will not 
possible to provide any individual feedback on your responses and once you have completed 
the questionnaire, it will not be possible to withdraw your data from the study.
W hat the study involves
You will be asked for some background information and you will be asked to complete four 
questionnaires. One is concerned with your identification with your culture of origin and 
British culture. Another is about the level of racism you have experienced in your life and 
the impact it has had on you. One is about how frequently you experienced certain situations 
in therapy and how negatively affected you were by them. Another is about your relationship 
with your therapist.
It should take approximately 25 minutes to complete.
Your data and reporting
The only people who will have access to your responses are me, my research supervisor Dr 
Riccardo Draghi-Lorenz and research technician Andrew Barnes. Once your data has been 
aggregated and analysed with other responses the findings will be written into a report which 
will be available to others.
Potential benefits and risks of taking part
It is anticipated that your contribution will help with the personal and professional 
development of therapists and benefit future Minority Racial Group clients who undergo 
therapy. Given the sensitive nature of the topic there is a small possibility that completing the 
questionnaire may cause some emotional discomfort, however this not likely to be anymore 
than you would experience in relation to race in daily life. There is a small possibility that
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participating in the study could affect the progress you have made in therapy. If this study has 
raised issues about your therapy and you would like to explore this further, then you can 
request a list of therapy providers at the end of the survey.
What happens if something goes wrong?
Any complaint or concerns about any aspects of the way you have been dealt with during the 
course of the study will be addressed; please contact my project supervisor Dr Riccardo 
Draghi-Lorenz on 01483 68 6814 or r.draghi-lorenz@surrev.ac.uk.
The research has received a favourable ethical opinion from the Ethics Committee of the 
Faculty of Arts and Human Sciences at the University of Surrey who have not raised any 
concerns on ethical grounds.
Please feel free to contact me if you have any queries or concerns. My contact details are: 
Rena Jobanputra
The PsychD Psychotherapeutic & Counselling Psychology
School of Psychology
3AD02
University of Surrey 
Guildford,
Surrey 
GU2 7XH 
UK
Email: r.iobanputra@surrev.ac.uk
PLEASE CLICK HERE TO START THE SURVEY
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Consent Form
I agree to take part in the study that seeks to understand Minority Racial Group clients’ 
experiences of therapy with their White therapists.
I have read the Participant Information Sheet and understand the nature of the study.
I have been given a full explanation of the study, what my participation will involve and any 
possible adverse effects to my well-being that may result.
I feel I understand enough about the study to take part and I have been given the opportunity 
to ask questions on all aspects of the study.
I agree to take part in the study and to co-operate fully.
I understand that I am free to withdraw from the study at any time without needing to justify 
my decision and without prejudice.
I understand that my personal data will be treated confidentially in the study and will be 
processed in accordance with the 1998 Data Protection Act.
I have had sufficient time to think about participating in this study.
I am not currently experiencing mental distress.
I confirm that I have read and understood the above and freely consent to participating in this 
study. Y/N
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Background information
This screen will ask for some demographic and background information.
What is your age? [Enter] years
What is you gender?
Male
Female
Do you live in the UK?
Yes
No
Do you identify yourself as being from a Minority Racial Group in the UK?
Yes
No
What racial / ethnic group do you consider yourself to be?
White
English / Welsh / Scottish / Northern Irish / British 
Irish
Gypsy or Irish Traveller
Any other White background, write in [write in]
Mixed / multiple ethnic groups 
White and Black Caribbean 
White and Black African 
White and Asian
Any other mixed / multiple ethnic background, write in [write in]
Asian / Asian British
Indian
Parkistani
Bangladeshi
Chinese
Any other Asian background, write in [write in]
Black / African / Caribbean / Black British
Africa
Caribbean
Any other Black / African / Caribbean background, write in [write in]
Other ethnic group 
Arab
Any other ethnic group, write in [write in]
What country were you bom in?
UK
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Other [Please state]
If you were not bom in the UK, how long have you lived here? 
[Years]
Is English your first language?
Yes
No
Please select the furthest level of education you have completed 
Secondary Education (GCSE/O-Levels or equivalent)
Post-Secondary Education (College, A-Levels, NVQ3 or below, or similar) 
Vocational Qualification (Diploma, Certificate, BTEC, NVQ 4 and above, or similar) 
Undergraduate Degree (BA, BSc etc.)
Post-graduate Degree (MA, MSc etc.)
What is your religion?
No religion
Christian (all denominations)
Buddhist
Hindu
Jewish
Muslim
Sikh
Any other religion, please describe
How religious are you?
Very religious 
Fairly religious 
Somewhat religious 
Neutral
Not that religious 
Not religious 
Not at all religious
What is your employment status?
Employed -  full time 
Employed -  part time 
Student 
Retied
Currently not in employment
Do you identify your current (or past) therapist as being from the Majority Racial Group i.e. 
White?
Yes
No
Briefly, what brought you to therapy? [enter]
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How long have you been or were you in therapy?
Weeks
Is therapy still ongoing or has it ended within the last 12 months?
Yes
No
Was the therapy non-NHS?
Yes
No
What gender was your therapist?
Male
Female
Are you currently suffering from mental distress?
Yes
No
Did you have a preference in terms of the ethnicity / race of your therapist?
Yes, I wanted a therapist of a different ethnicity / race 
Yes, I wanted a therapist of the same race 
No, I did not have a preference
How would you rate you socio-economic status?
Upper middle class 
Middle class 
Lower middle class 
Skilled working class 
Working class 
Lowest level of subsistence
In general how trustful are you of people from the Majority Racial Group?
Very trustful 
Fairly trustful 
Somewhat trustful 
Neutral
Somewhat mistrustful 
Fairly mistrustful 
Very mistrustful
If there were a general election which political party do you think you would support?
Conservative
Labour
Liberal Democrat 
Scottish National Party 
Plaid Cymru 
Green Party
UK Independence Party (UKIP)/Veritas 
British National Party (BNP)/ National Front
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RESPECT/ Scottish Socialist Party (SSP)/ Socialist Party
Other party
None
Refused to say
How politically active are you?
Very politically active 
Fairly politically 
Somewhat politically active 
Neutral
Not that politically active 
Not politically active 
Not at all politically active
How politically aware are you?
Very aware 
Fairly aware 
Somewhat aware 
Neutral 
Not that aware 
Not aware 
Not at all aware
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Racism and Life Experiences Scale -  Brief Version
1. Overall during your lifetime, how much have you personally experienced racism, racial 
discrimination or racial prejudice?
Not at all 
A little 
Some 
A lot
Extremely
2. During the past year, how much have you personally experienced racism, racial 
discrimination, or racial prejudice?
Not at all 
A little 
Some 
A lot
Extremely
3. Overall, how much do you think racism affects the lives of people of your same 
racial/ethnic group?
Not at all 
A little 
Some 
A lot
Extremely
4. Think about the people close to you, your family and friends. In general, how much has 
racism impacted their life experiences?
Not at all 
A little 
Some 
A lot
Extremely
5. In general, how do you think people from your racial/ethnic group are regarded in the 
United Kingdom?
Very negatively 
Negatively 
Neutrally 
Positively 
Very Positively
6. In general, how frequently do you hear about incidents of racial prejudice, discrimination, 
or racism from family, friends, co-workers, neighbours etc.?
Everyday
At least once a week 
About twice a month 
A few times a year 
Once a year or less
234
Research Dossier
7. In general, how much do you think about racism?
Rarely or never
A little
Sometimes
Often
Very Often
8. In general, how much stress has racism caused you during your lifetime? 
None
A little 
Some 
A lot 
Extreme
9. In general, how much stress has racism caused you during the past year? 
None
A little 
Some 
A lot 
Extreme
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Vancouver Index of Acculturation (VIA)
Please circle one of the numbers to the right of each question to indicate your degree of agreement or 
disagreement.Many of these questions will refer to your heritage culture, meaning the original culture 
of your family (other than British). It may be the culture of your birth, the culture in which you have 
been raised, or any culture in your family background. If there are several, pick the one that has 
influenced you most (e.g. Irish, Chinese, Indian, African). If you do not feel that you have been 
influenced by any other culture, please name a culture that influenced previous generations of your 
family. Your heritage culture (other than British) is:________________________
Agree Disagree
1. I often participate in my heritage cultural traditions. 1 2 3 4 5 6 7 8 9
2. I often participate in mainstream British cultural traditions. 1 2 3 4 5 6 7 8 9
3. I would be willing to marry a person from my heritage culture. 1 2 3 4 5 6 7 8 9
4. I would be willing to marry a white British person. 1 2 3 4 5 6 7 8 9
5. I enjoy social activities with people from the same heritage culture as myself. 1 2 3 4 5 6 7 8 9
6. I enjoy social activities with typical British people. 1 2 3 4 5 6 7 8 9
7. I am comfortable interacting with people o f  the same heritage culture as myself. 1 2 3 4 5 6 7 8 9
8. I am comfortable interacting with typical British people. 1 2 3 4 5 6 7 8 9
9. I enjoy entertainment (e.g. movies, music) from my heritage culture. 1 2 3 4 5 6 7 8 9
10. I enjoy British entertainment (e.g. movies, music). 1 2 3 4 5 6 7 8 9
11. I often behave in ways that are typical o f my heritage culture. 1 2 3 4 5 6 7 8 9
12. I often behave in ways that are typically British. 1 2 3 4 5 6 7 8 9
13. It is important for me to maintain or develop the practices o f  my heritage culture. 1 2 3 4 5 6 7 8 9
14. It is important for me to maintain or develop British cultural practices. 1 2 3 4 5 6 7 8 9
15. I believe in the values o f my heritage culture. 1 2 3 4 5 6 7 8 9
16. I believe in mainstream British values. 1 2 3 4 5 6 7 8 9
17. I enjoy the jokes and humor o f  my heritage culture. 1 2 3 4 5 6 7 8 9
18. I enjoy white British jokes and humor. 1 2 3 4 5 6 7 8 9
19. I am interested in having friends from my heritage culture. 1 2 3 4 5 6 7 8 9
20. I am interested in having white British friends. 1 2 3 4 5 6 7 8 9
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Debriefing
Thank you for participating in this study. The aims of the study were to:
• better understand Minority Racial Group clients’ of therapy and if any or 
subtle racial biases in the context of the therapeutic relationship with white 
therapists
• consider the impact these experiences on clients and therapy
• to consider if this affected by background / demographic factors.
It is hoped that the findings will help therapists better understand these experiences 
and contribute to ensuring anti-discriminatory practices and developing multi-cultural 
clinical practices.
If you have any questions regarding this study or would like to receive a report of the 
research when it is finished or a summary of the findings then please do not hesitate to 
contact me. My contact details are:
Rena Jobanputra
The PsychD Psychotherapeutic & Counselling Psychology Office
School of Psychology
3AD02
University of Surrey
Guildford
Surrey
GU2 7XH
UK
Email: r.iobanputra@surrev.ac.uk
In the event that you feel distressed by your participation in the study or would like 
more information please contact me and I can refer you to further sources of support.
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Appendix 6
• Items dropped during preliminary reliability analysis
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The following six items were dropped as a result of the preliminary reliability 
analysis:
• I felt as if my therapist denied people from the minority racial groups face 
more obstacles than those from the majority racial group
• I felt as if my therapist made assumptions about what my racial background 
was based on my appearance
• I felt as if my therapist did not see the real me because of my race / culture
• I felt as if my therapist held sexual stereotypes about me because of my racial 
background
• I felt as if my therapist gave me a diagnosis based on my race / culture
• I felt as if my therapist avoided eye contact with me because of my race / 
culture
250
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Appendix 7
• Pearson’s product-moment correlation coefficients between initial scale items 
and RLES scores
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Item RLES
I felt as i f  my therapist assumed I am aggressive because o f my race/culture .409**
I felt as if  my therapist assumed I am likely to engage in criminal behaviour because o f  my race/culture .383'*
I felt as if  my therapist was scared o f me because o f my race/culture .280**
I felt as if  my therapist avoided eye contact with me because o f my race/culture .257’*
I felt as i f  my therapist emphasised negative aspects o f  my racial/cultural background .547**
I felt as if  my therapist implied I should downplay certain aspects o f my race/culture .436**
I felt as i f  my therapist implied I should assimilate into mainstream British culture .287"
I felt as if  my therapist suggested my racial/cultural background was undesirable or dysfunctional .499**
I felt as if  my therapist made assumptions about my concerns based on my racial/ cultural background .523"
I felt as if  my therapist viewed some o f my racial/cultural behaviours as areas o f concern .348"
I felt as i f  my therapist gave me a diagnosis based on my race/culture .170*
I felt as i f  my therapist viewed me as being o f a lower status than someone from the majority racial group .347"
I felt as i f  my therapist would have given better treatment to someone from the majority racial group .377"
I felt my therapist treated me like a second class citizen because o f my race/culture .308"
I felt I received poorer treatment by my therapist because o f  my race/culture .389"
I felt as if  my therapist treated me as i f  I am less intelligent because o f my race/culture .341"
I felt as if  my therapist assumed I would have a lower status job because o f  my race/culture .271"
I felt as if  my therapist assumed I had a lower education because o f my race/culture .271"
I felt as if  my therapist was surprised by my professional success due to my race/culture .273"
I felt as if  my therapist implied that I was exotic in a sexual way because o f my race/culture .116
I felt as if  my therapist held sexual stereotypes about me because o f my racial/cultural background .465"
I felt as if  my therapist suggested it was fashionable or trendy to be from my racial/cultural background .156*
I felt as if  my therapist did not take me seriously because o f  my race/culture .408"
I felt as if  my therapist ignored my opinions because o f my race/culture .285"
I felt as if  my therapist did not see the real me because o f  my race/culture .463"
I felt as if  my therapist did not listen to me because o f  my race/culture .345"
I felt as if  my therapist devalued what I brought to therapy because o f  my race/culture .444"
I felt as i f  my therapist assumed that all people from my racial/cultural background come to therapy with
.463"similar areas o f  concern
I felt as if  my therapist did not understand my culture .345"
I felt as i f  my therapist did not fully get the relevance o f cultural characteristics o f  my family (e.g. values,
.319"beliefs and behaviours)
I felt as if  my therapist believed that people from my racial background share some similar
.435"characteristics (e.g. beliefs, values, thoughts and lifestyle)
I felt as if  my therapist was expecting me to behave in ways that are inconsistent with my own racial or
.347"cultural values
I felt as if  my therapist made assumptions about what my racial background was based on my appearance .169*
I felt as if  my therapist held people from racial minorities accountable for racial inequalities .352"
I felt as if  my therapist implied people from my racial/cultural background get unfair benefits .417"
I felt as if  my therapist believed people from my racial/cultural background would succeed in life if  they .372"worked harder
I felt as if  my therapist suggested I needed to do more to prove I am not like others from my .421"racial/cultural background
252
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Item RLES
I felt as i f  my therapist denied people from minority racial groups face more obstacles than those who are S :from the majority racial group
I felt as i f  my therapist viewed both o f  our experiences o f oppression as similar even though they are not
.162*from a minority racial group
I felt as i f  my therapist denied having any cultural or racial stereotypes .553**
I felt as if  my therapist viewed me as oversensitive about racial/cultural issues .394**
I felt as i f  my therapist seems unaware o f  how much they benefit from being white .548**
I felt as i f  my therapist seemed unaware o f the realities o f  racism .529**
I felt that my therapist failed to acknowledge my racial identity .124
I felt as i f  my therapist implied that they did not notice my colour .035
I felt as i f  my therapist minimised my racial/cultural experiences .192*
I felt as i f  my therapist underrated the significance o f  our racial/cultural differences .452**
I felt as i f  my therapist treated me as i f  I do not truly belong in this country 
I felt as i f  my therapist assumed I am knowledgeable about multicultural issues because o f  my
.314**
.149race/culture
I felt as i f  my therapist wanted me to teach them about my race/culture .183*
I felt as i f  my therapist treated me differently because o f  my race/culture (when I want to be treated like
.362**everyone else)
I felt as i f  my therapist made assumptions about where I consider home to be .227**
I felt as i f  my therapist could not see beyond my colour .476**
I felt as i f  my therapist made my concerns too much about my race/culture .310**
I felt as i f  my therapist did not appreciate the importance o f  certain values in my community .288**
**p<001 *p<.05
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Appendix 8
• Exploratory factor analysis method (EFA)
• Information about parallel analysis
Research Dossier
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EFA method
The Principle Axis Factoring (PAF) method of factor extraction was selected as 
recommended in the literature (e.g. Costello and Osbourne, 2005; Field 2013) because 
it presents with fewer difficulties than other methods (Worthington and Whitaker, 
2006). An oblique rotation technique was used because it cannot be assumed that the 
factors will be uncorrelated given the scale items are related (Costello and Osbourne, 
2005). The direct oblimin method of oblique rotation was used as recommended by 
Field (2013).
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Parallel analysis
Patil et al’s (2007) software generates eigenvalues from randomly generated 
correlation matrices based on the number of variables and sample size provided. The 
average eigenvalues of the number of correlation matrices specified is then calculated. 
Patil et al (2007) recommend using 100 correlation matrices. The eigenvalues 
generated by the software are then compared against the eigenvalues obtained in the 
real dataset. Factors are retained if the eigenvalues in the real dataset is higher than 
that of the corresponding factor in the random datasets (Hayton, Allen and Scarpello, 
2004).
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Appendix 9
• Client background factors included in initial hierarchical regression analysis to 
determine if they predict scores on the SRTS
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Client background factors in the initial regression analyses to predict SRTS 
scores
Analyses were conducted to predict SRST total scores and scores on each subscale.
RLES scores were entered as the first predictor variable given they were found to be 
highly correlated with SRTS items.
The following background factors were entered in the second predictor block:
• level of acculturation
• cultural trust
• religiousness
• political awareness
• political activity
• age
• gender
• country of birth
• whether English was the first language
• preference for the race/ethnicity of their therapist
• length of time in therapy
• Gender of the therapist.
The following background factors were not included in the analysis due to small 
numbers in some of the categories:
• Ethnicity
• level of education
• religion
• employment status
• socio-economic status
• Political affiliation.
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